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MISCONCEPTIONS IN UROLOGY 
Chairman's Address 


EDWARD N. COOK, M.D. 
Rochester, Minn. 


As the years pass and the physician practices medi- 
cine in a particular field, he cannot help acquiring not 
only actual knowledge, if he has the ordinary intelli- 
gence and ability to grasp ideas and is ever on the 
alert with his eyes and ears open but his mouth shut, 
but also many concepts which have a philosophic as 
well as a scientific background. He will learn much of 
the art of medicine that today, in many instances, has 
been relegated to an insignificant place in the life of 
the physician. He will and should learn much of the 
proper way to live with his fellow man and his col- 
leagues in medicine. He will acquire a broadening of 
his perspective, a greater ability to evaluate situations 
and a better sense of judgment. Unfortunately, he 
may also develop a dogmatism which at times will only 
lead to a narrowing of his perspective, a lessening of 
his sense of values, and the committing of errors in 
judgment. It is impossible for a modern physician to 
remain confined within his own special field and yet 
expect to practice medicine for the greatest benefit of 
the patient. Drs. W. J. Mayo and C. H. Mayo years 
ago saw the need for travel and study; they were 
always ready and eager to accept new studies if they 
were to the patient’s advantage. 


THERAPY 


Today there are certain conditions that urologists are 
called on to treat and that at times, in my opinion, are 
not properly treated. Misconceptions about causation, 
interpretation of observations and modes of treatment 
have led to poor results which need not have occurred 
if a more careful interpretation of the available data had 
been made. I shall mention a few of these conditions. 

Infections of the Urinary Tract——Today, in the 
management of infections of the urinary tract, there 
is danger of the carelessness engendered by overconfi- 
dence in the seemingly adequate chemotherapeutic and 
antibiotic compounds easily available to the urologist. 
Too often a prescription is written for one of the newer 
and more expensive compounds when a few pills of 
one of the old established remedies would be of equal 
therapeutic value and would cost .only a fraction as 
much as the newer drug. Carroll, Herrold, Finland 
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and others have repeatedly urged that a complete 
inventory of any problem of infection be made before 
treatment is instituted. For many years I have stressed 
the need of recognizing any associated pathologic entity 
which would tend to lessen the efficacy of one or the 
other of these therapeutic agents. For instance, one 
cannot hope to sterilize urine in the presence of cal- 
careous obstruction or a similar lesion. 

Urethral Infections—Another group of infections 
which I believe have been inadequately managed are 
those involving the urethra in both the male and the 
female. Urethritis in the male many times is a result 
of overtreatment. Studies of the associated discharge 
will reveal this. In his desire to help the patient a 
zealous physician may, by the too frequent and perhaps 
unnecessary use of irritating solutions and sounds, pro- 
long and even aggravate the condition. Inflammation 
of the female urethra has been treated poorly. Over- 
treatment is most common. The proper diagnosis has 
been missed many times because of failure to examine 


-a properly obtained specimen of urine and because 


adequate cystoscopic evaluation with the direct-vision 
instrument was not done. Time and again the antibiotic 
agents, with their high cost and sometimes difficulties 
of administration, have been used with the only benefit 
accruing to the drug house which sold them. 
Conditions Based on Neuroses.—As in any branch of 
medicine, the urologist will see a considerable number 
of patients who have complaints referable to the urinary 
tract but without organic basis. Such neuroses may 
be divided into those associated with the urinary blad- 
der and those associated with the sexual act. 
Urinary Bladder: In many instances frequency of 
urination, when it is not accompanied with nocturia 
or dysuria in any form and when results of urinalysis 
are essentially normal, may well have a basis in habit. 
Each year patients are encountered who complain of 
this condition and who actually have received too much 
local therapy as well as chemotherapy without benefit. 


‘Simple understanding of such a patient’s psychological 


background, with a careful and detailed explanation to 
the patient, enlisting his cooperation in gradually mak- 
ing the bladder hold more urine, will relieve the 
complaint. 

Sexual Disturbances: The greater number of neu- 
roses in urology are related to sexual disturbances 
Too often those regarded as leaders in the medical 
field are unwilling to take the time to sit down with 
these poor unfortunates and really explain why they 
have such a neurosis. Practically every patient whe 
complains of sexual difficulties does so because of some 
functional disturbance. In many it is fatigue, mental or 
physical, and in a great number it has a basis in worry. 
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Such apprehension and concern may arise from past 
indiscretions. Patients may be apprehensive of the 
future. They may be afflicted with mother-in-law 
trouble. These are but a few of the varied stories 
that all urologists from time to time can extract from 
such patients. In fact, one seldom fails to elicit such 
a story in any individual case. The only cure for these 
disturbances lies in a sympathetic and understanding 
consideration by the urologist of the condition of each 
patient. Sometimes it may seem wiser to turn the 
problem over to the psychiatrist, who undoubtedly is 
better trained in some of the details and analyses of 
such conflicts. I do not agree to such a course. I say 
this with all respect to my colleagues in psychiatry and 
mainly because many of my patients have said to me, 
“They tried to send me to a psychiatrist, but this 
trouble is not in my head; it is in my sexual organs.” 

Urologists should not become so concerned with the 
glamor of the surgical aspects of their specialty that they 
lose sight of the opportunities to help a definite group 
of persons—those who in the long run will be most 
grateful patients. Hormonal therapy has been of abso- 
lutely no value in this group of cases. Any benefit 
resulting from the administration of the androgens or 
the estrogens is, I am sure, purely psychic. 

Enuresis: The complaint of enuresis often is pre- 
sented to the urologist when he sees children and ado- 
lescents. The literature discloses that urologists are 
writing about a number of local lesions in the urethra 
and vesical neck which are held to be responsible for 
enuresis in these persons. Phimosis, urethral stricture, 
inflammation of the urethra, verumontanitis and the like 
all have been offered as the etiological answer to 
enuresis. However, if the subject is investigated from 
the standpoint of the psychiatrist, it will be seen that in 
any patient who has this condition evidence of conflicts 
can be found. Moreover, such an investigation might 
bring about the conviction that because of some psy- 
chiatric disturbance in the patient this unfortunate 
complication has developed. I believe that both the 
urologist and the psychiatrist would be definitely wrong 
in such an interpretation of the cause. In my experi- 
ence and that of my colleagues seldom if ever has any 
lesion been found in the urethra to which we could 
attribute irritation that would cause enuresis. 

As I have examined the psychiatric records of a 
number of patients such as these, my impression has 
been that the greatest conflict lies not within the child 
but within the parents. Invariably, the conflict that the 
psychiatrist describes as the “cause” of enuresis has 
developed after the enuresis has been present for months 
and even years. Each urologist should pay particular 
attention to the next patient who voices such a com- 
plaint. I believe the solution to the entire problem will 
be obtained if one question is asked: “What kind of 
sleeper is this patient?” Frequently the answer will 
be, “You could shoot a cannon off in his room and 
he would not wake up.” 

I believe these persons achieve such deep slumber 
that even their subconscious processes, which normally 
keep the muscles controlling urination in a state of 
contracture, are unable to provide the proper stimulus 
to continue this contracture. By taking some sort of 
mild stimulant which will diminish their deep slumber, 
most of these patients, in my experience, respond well 
and eventually correct their difficulty. I have prescribed 
¥& grain (25 mg.) of ephedrine sulfate to be taken at 
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bedtime for one week to two weeks. Invariably this 
will enable the patient to remain sufficiently aware of 
his full bladder without actually disturbing his sleep, 
so that the muscles remain contracted and there will be 
no loss of urine. As the patient attains some confidence 
in himself, he gradually finds that he can hold his urine 
while he is asleep. The dose of ephedrine sulfate can 
then be taken every other night for a period of a few 
weeks and then less often until use of the drug is given 
up entirely. Such a method of therapy frequently is 
supplemented by the provision of a period of rest at 
noon so that the patient will not become too fatigued 
and also at times by awakening the patient at midnight 
and having him empty his bladder. I am certain that it 
is only in rare instances that any local lesion in the 
urethra contributes to enuresis, and I am equally cer- 
tain that the conflict which the psychiatrist describes, 
and to which I have referred, is the result of the dis- 
ease and not the cause of it. 

Another condition occurring in children, specifically, 
recurrent infection in the male infant and small child, 
has been ascribed to the congenital deformity known 
as “posterior urethral valves.” These folds of tissue, 
extending longitudinally from the vesical neck to the 
verumontanum, too often have been held accountable 
for recurrent infection and obstruction of urine. At 
the Mayo Clinic it is rare to find that such a lesion is 
present. Inadequate and improper chemotherapy is 
the usual cause of recurrent infection in such patients. 
If obstruction is present, it is much more likely to have 
been caused by contracture of the vesical neck. 


ATTITUDES OF THE UROLOGIST 


Within the past decade I have noticed two particular 
instances of what seems to me a most selfish attitude on 
the part of the persons concerned. Many urologists 
are actively engaged in teaching programs for the 
undergraduate and the graduate student in urology. No 
one would deny that he is pleased to occupy a position 
of guidance in medical education. In such a relation- 
ship, however, the student necessarily must be content 
with a subordinate position, as has been true from 
ancient times. In the instances to which I have 
referred, two well-known practitioners were concerned. 
They were outstanding men, who had contributed 
importantly to their specialty as well as to organized 
medicine. However, when the time came for the entry 
of other young practitioners into their communities, 
they employed what must be called reprehensible mea- 
sures in an attempt to keep out these younger men. 
Why is this? Are they so unsure of themselves that 
they fear fair and ethical competition? If such be the 
case, their communities certainly need the new men. 

Many times the giving of proper help and encourage- 
ment to a young man just starting out may and usually 
will lead to a relationship advantageous to both parties 
concerned. There should be much satisfaction to the 
older man as he reaches retirement if he can point to 
someone who is doing well, about whom he can say, 
“I helped train him and assisted him when I could as 
he started his practice.” 

The final misconception which I should like to men- 
tion concerns an ever growing attitude on the part of 
the graduate student in urology toward what in his 
opinion constitutes the practice of urology. In the past 
ten years there has been a noticeable change in this 
attitude. The change has been for the worse, in my 
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belief. Today, to use the words of Dr. N. G. Alcock 
of Iowa City, an outstanding urologic teacher, “they 
are knife-happy.” These graduate students seem to 
have little interest in such trivial measures as passing 
a catheter without hurting the patient or introducing 
infection. Their attitude is that anyone can pass a 
sound or a cystoscope, that transurethral procedures are 
relatively easy- and that their use can be learned at will 
during the period of surgical training. Deliver me from 
such misapprehensions. 

Why is such an attitude so prevalent today? It can 
be noticed “virtually everywhere. Many of my friends 
scattered the country over have told me they are 
encountering the same thing. The answer, I believe, 
is obvious. In respect to training for specialty recog- 
nition, qualification for membership in societies, and 
presentations at meetings, the surgical aspects of urology 
have seemed to be stressed preponderantly. I would be 
the first to extol proficiency in urologic surgery, but 
at the same time I certainly cannot agree that it holds 
the supreme position some of my colleagues would lead 
me to think it should have. The art of medicine is far 
too profound and complex to be symbolized simply by 
the act of holding a scalpel. A urologist must be trained 
in all the phases of the specialty: diagnosis, instru- 
mentation, various types of local therapy and surgery, 
both closed and open. 


OPHTHALMOLOGY AT THE MIDCENTURY 
Chairman’s Address 


A. RAY IRVINE, M.D. 
Beverly Hills, Calif. 


As we come to the halfway point of the twentieth 
century, it is appropriate to consider, in long range 
terms, the trends in ophthalmology during the last half- 
century and the scientific, socialistic and economic 
changes that are determining its future. The last’ 50 
years have been characterized by tremendous progress 
in the basic sciences, in the development of medical 
research, the organization of teaching facilities and in 
the availability and utilization of these accomplish- 
ments by virtue of superior transportation and communi- 
cation. In ophthalmology, the development of the 
ophthalmoscope and the slit lamp and the progress 
made in physiology have enabled the clinician to corre- 
late his observations with the microscopic changes in 
diseases affecting the eye and have been largely respon- 
sible for the great advances made during this time. 


INFLUENCE OF BASIC SCIENCE 

More and more, a direct application of the basic 
sciences, such as physics, biochemistry, bacteriology 
and pathology, will be made in diagnosis and treatment. 
An example of such an application is the clearing of 
corneal edema by the instillation of glycerin, a phe- 
nomenon arising from knowledge of semipermeable 
characteristics of the endothelium and epithelium. 
Phillips Thygeson has correlated the clinical signs of 
many external diseases with the bacteriologic flora of 
the conjunctiva and cornea and with their histopathol- 
ogy. His technics, originally thought by many to be 
impractical, have proved to be office procedures easy 
to perform and extremely applicable to the immediate 
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treatment of the patient. These are but two of many 
direct relations between basic science and ophthal- 
mology. 

In like manner a close alliance is occurring between 
ours and other medical specialties. Indeed, it becomes 
apparent that in this age of specialization, when oph- 
thalmology itself is evolving into subspecialties of medi- 
cal ophthalmology, neuro-ophthalmology, ophthalmic 
surgery and ophthalmic pathology, the traditional dis- 
tinctions among these branches become indefinite. It 
has become as important for the ophthalmologist to 
understand cell metabolism and body fluid physiology 
as it is for the internist to understand them. This 
dependence on fundamental knowledge and its appli- 
cation and the increasing interrelation between the 
various branches of medicine fosters specialization to 
a degree far greater than practiced today. It becomes 
apparent that ophthalmology encompasses a field so 
large that one person cannot hope to cover it, which 
suggests that in the future specialization will increase. 
There will probably be more emphasis on and attention 
paid to group practice, each man within the group 
having his particular interests and talents, all of which 
will be necessary to best care for the patient’s needs. 


SOCIALIZED MEDICINE 


Such specialization and accomplishments are best 
fostered by a social system of free enterprise. For 
advancement in any field, there must be strong and 
able persons or groups competing with each other, yet 
with such an interchange of ideas that they are all 
operating effectively, to each other’s advantage. Any 
one organization, whether that organization be a gov- 
ernment organization or a research institute, must never 
be allowed to dominate the research or other activities 
of these persons or groups. 

The scientific, critical mind must have unhampered 
opportunity for free expression and exchange of ideas 
in order to produce the greatest intellectual wealth. 
Such opportunities are not available under the domina- 
tion of a remote socialistic bureaucracy. The intimate 
and confidential relation between physician and patient 
must be encouraged and preserved, whereas under 
the socialistic program this relation is severed, and the 
professional responsibility becomes nebulous, advice 
unspecific and skill more or less disinterested. Com- 
mercialism enters the door while true professionalism 
seeks the exit. 

We may divert the trend away from socialism by 
encouraging voluntary health insurance, wherein the 
patient realizes that there are obligations as well as 
benefits and thereby does not lose control of his 
personal welfare. We may divert it by strengthening 
the laws that provide government aid to that small 
proportion of the population who cannot afford to pay 
medical bills or insurance premiums, but our influence 
will not be heeded unless the sick have confidence in 
the physician they choose and look to him as their 
sympathetic adviser and wise professional counselor. 
Your attitude toward every patient you see, in your 
office, in his home or in the hospital, is influencing 
the trend and determining the ultimate outcome. If 
yours is an attitude of concern only for the welfare 
of the patient, there will never be a system of socialized 
medicine in this country. The absolute attainment of 
this attitude, like religion, is not acquired without 
effort. It must be ever taught, practiced and pub- 
licized. 
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Because of the tremendous increase in the population 
of the United States and the fact that the span of life 
has been lengthened 20 years in the last few decades, 
the blind program has become one of great economic 
concern to us all. According to the National Associa- 
tion for Prevention of Blindness, there are approxi- 
mately 280,000 blind men and worhen and children in 
the United States. This burden to the taxpayers, 
during the past decade (in this state alone), is approxi- 
mately $40,000,000. The federal government in 1948- 
1949 paid over $40,000,000 in aid to the blind. In the 
animal kingdom blindness means death; in the human 
race blindness means dependence, and dependence means 
burden economically and spiritually. A great deal has 
been accomplished in the rehabilitation program in 
the few states in which it has been established. In 
five states where some sort of rehabilitation organization 
has been instituted, noteworthy progress has been made 
in the last few years. In these five states about 3,000 
blind had sufficient vision restored through surgical 
intervention and medicine to be removed from the blind 
aid category. 

In this state $85 a month is paid to the blind. In 
several other states it is much less, but it will average 
at least $50 per month per person. If we consider 
an average of $50, approximately $2,000,000 yearly 
has been saved to the taxpayer by rehabilitation 
of the blind. How much could be accomplished if 
these savings through restoration of vision could be 
allotted to research associations and institutions for 
the prevention of blindness and the treatment of the 
blind. _Less than $1,000,000 a year is spent in the uni- 
versities and laboratories in the United States for eye 
research. 

CONCLUSION 

If all members of this association could become more 
vitally interested in the programs of the blind in all 
the states, the accomplishments would be astounding. 
During the past 50 years we have seen greater achieve- 
ments than were accomplished under a few great lead- 
ers in the previous century. During these last 50 years, 
many more great leaders have undoubtedly left their 
footprints in the field of progress. I foresee from 
among this great organization many younger ophthal- 
mologists who will carry on our great work and leave 
a lasting imprint of still greater and more far reaching 
accomplishments in the conservation, improvement and 
restoration of human eyesight. 


9730 Wilshire Boulevard. 


Rays Beyond 70,000 Feet Altitude—A new component 
has been discovered in these regions, the heavy nuclei rays. 
They have a relatively small penetrating power and do not 
occur therefore below 70,000 feet. They consist of atomic nuclei 
of higher atomic numbers which are stripped of all their orbital 
electrons. They carry the tremendous amount of kinetic energy 
of more than 2 billion electron-volts per atomic. number. Their 
specific ionization is much higher than any other hitherto 
observed value. The mechanism of absorption in matter is of 
the same type as that of alpha particles but magnified by a 
-factor of 1,000. Their range in living tissue reaches values of 
10 centimeters in comparison of 50 microns for alpha particles. 
An estimation of their possible biological action indicates that 
they might represent a serious hazard to health—Hermann J. 
Schaefer, Evaluation of Present-Day Knowledge of Cosmic 
Radiation at Extreme Altitude in Terms of the Hazard to 
Health, The Journal of Aviation Medicine, October 1950. 


DITODOFLU ORESCEIN—DAVIS ET AL. 


23, 1950 


RADIOACTIVE DIIODOFLUORESCEIN IN DIAGNOSIS 
AND LOCALIZATION OF CENTRAL NERVOUS 
SYSTEM TUMORS 


LOYAL DAVIS, M.D. 
JOHN MARTIN, M.D. 
MOSES ASHKENAZY, M.D. 
GEORGE V. LeROY, M.D. 
and 
THEODORE FIELDS, B.S. 
Chicago 


Radioactive diiodofluorescein has been utilized in 
the study of 200 patients with the diagnosis of a space- 
occupying lesion of the central nervous system. We 
have correlated our observations with the preoperative 
clinical diagnosis, electroencephalography, pneumogra- 
phy, angiography and surgical and autopsy observations. 
We have made postoperative and postirradiation tests 
and, finally, we have correlated all these studies with 
the histopathological characteristics of the tumors. The 
results indicate that this radioactive isotope dye test 
is a valuable diagnostic adjunct in neurosurgical prob- 
lems not only because of its high degree of accuracy in 
determining the presence of brain tumors but also 
because of its relatively precise focal localization. The 
possibility of prognosticating in a general fashion the 
relative degree of cellularity and vascularity of the tumor 
also appears to be feasible. 

Fluorescein was believed to have a special affinity 
for tumor cells as early as 1911, at which time Wasser- 
man, Keysser and Wasserman’ used _ tetrabromo- 
fluorescein (eosin) as a vehicle to carry toxic selenium 
to the tumor for chemotherapeutic purposes. In 1929 
Copeman, Coke and Gouldesborough* and in 1931 
Copeman * used sodium fluorescein, both topically and 
intravenously, in conjunction with high voltage roentgen 
therapy or radium, in the study and treatment of tumors 
of the breast and bone. However, fluorescein was used 
primarily in the study of capillary permeability in dis- 
eases of the central nervous system, in the study of the 
blood—aqueous humor barrier and in circulation time 
studies.* Experimental studies with other vital dyes 
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on neoplastic growths in lower animals, by Ludford,° 
by Duran-Reynals * and by Hess‘ seem to irtdicate that 
foreign dyes localize selectively in cancer tissue, not in 
the cancer cell itself but in the intercellular stroma, prob- 
ably as a result of the altered permeability of the stromal 
blood vessels. Boyland and McClean* and Duran- 
Reynals stated that this abnormally high permeability 
leading to the escape of dye may be increased by the 
“spreading factor’ of cancer. The latter author also 
noted that localization of dye in tumor tissue takes place 
rapidly, within one-half hour after intravenous admin- 
istration and mainly in the active nonnecrotic portion of 
the tumor. 

Stevens and his colleagues ® studied the distribution 
of radioactive iodinated trypan blue and other dye 
preparations in tumor-bearing mice and noted _ that 
tumor tissue showed concentration of radioactivity 
several times higher than skeletal muscle or skin but 
much lower than the liver, spleen and kidneys. We 
also have noted the intense relative concentration over 
the liver, spleen, kidneys, lungs and thyroid, which 
may be the result of their reticuloendothelial tissue 
content and relatively high degree of vascularization. 
Broman *® studied vascular permeability in man by 
supravital staining with trypan blue and noted that 
the blood vessels of brain tumors lack the special 
permeability function of the blood-brain barrier. Zahl 
and Waters** studied the localization of acid dyes, 
other than fluorescein, in animal tumors and reached 
the conclusion that the dye seems to localize selectively 
in neoplastic foci, dependent on a factor associated with 
a local increase in capillary permeability to the dye. 


They noted that Evans blue accumulates much more © 


heavily in, and is retained longer by, malignant tumors 
and metastases than benign tumors. They also empha- 
sized that acid dyes localized not in the tumor cells but 
in the surrounding stroma, and that later they appear 
within the macrophages about the edge of the tumor 
and in the reticuloendothelial system of the liver and 
spleen. 

A recent experimental study by Shapiro and Land- 
ing ** on the significance of the distribution of fluo- 
rescein in SA 180 mouse tumors revealed that in 12 
minutes there was a uniform, well defined fluorescence 
in the tumor, with concentration diminishing to zero 
in the other animal tissues except those which are the 
normal routes of excretion for the dye . At time inter- 
vals after two to three hours fluorescence was observed 
predominantly in the areas of necrosis. We might 
expect a glioblastoma or metastatic carcinoma to retain 
fluorescein longer in its necrotic areas and thus yield 
relatively high differential counts even at the third and 
fourth hours. This has been noted in our radiodye 
localization studies. In 1940 Gifford *” demonstrated 
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that fluorescein is an acid-diffusible dye, about 40 per 
cent of which is bound to blood proteins and is not 
diffusible, unless the permeability of the capillaries is 
altered. The other 60 per cent is found in the body 
fluids in direct proportion to its concentration in the 
blood. It is rapidly excreted by the kidney and by the 
salivary and sweat glands. It was not until 1947 and 
later that Moore and associates '* first used fluorescein 
as an agent in the differentiation of normal and neo- 
plastic human tissues. In an initial report on 15 
patients ** he demonstrated the clinical usefulness of 
the I'*'-labeled fluorescein in the diagnosis and locali- 
zation of brain tumors. Tabern '° developed a method 
for the production of stable diiodofluorescein that con- 
tained no free ['*' or other iodinated fluorescein 
compounds. 
TECHNIC 

Stable radioactive diiodofluorescein is dispensed in a sterile 
8 to 10 per cent solution, the specific gravity of which is 
approximately 1.5 times 10-5 per cent. Approximately 1.1 
millicuries of the radioactive dye is injected intravenously, using 
appropriate radioisotopic precautions to prevent contamination 





Fig. 1.—The shielded TGG2 Geiger tube is connected through an 
amplifier to a General Radio Counting Rate Meter, and the counts per 
minute are recorded on an Esterline- Angus milliammeter. Note that the 
tube is maintained “normal” to the skull in this left superior precentral or 
frontal area (LFs) position. Readings are at least of three minutes’ dura- 
tion over each site, and the most significant counting rates occur within ™% 
to 2 hours after the intravenous administration of 1.1 millicuries of radio- 
active diiodofluorescein. 


of the skin of the patient and operator. The uptake in the brain 
is then determined by external counting with the aid of a single 
channel differential radiation localizer. This radiation detection 
tang cohsists of four major components (fig. 1): 

A mica window Tracerlab TCG 2 Geiger-Mueller tube with 
a 250 mg/cm.? aluminum cap which effectively eliminates most 
of the I'%! beta radiations. The tube-sensitive diameter is 
2.5 cm. 





13. Moore, G. E.: Fluorescein as an Agent in the Differentiation of 
Normal and Malignant Tissues, Science 106: 130-131, 1947. Moore, 
G, E.; Peyton, W. T.; French, L. A., and Walker, W. W.: Clinical Use 
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surg. 5: 392-398, 1948. Moore, G. E.; Hunter, S. W.) and Hubbard, 
T. B.: Clinical and Experimental Studies of Viessoonin Dyes with 
Special Reference to Their Use for the Diagnosis of Central Nervous 
System Tumors, Ann. Surg. 130: 637-642, 1949. Marvin, J. F., and 
Moore, G. E.: Localization of Brain Tumors with Radiodye: II. Experi- 
mental Evaluation of Physical Limitations, Nucleonics, 1948, vol. 3, no. 4, 
pp. 63-65. 

Me Moore, G. E.: Use of Radioactive Di-Iodo-Fluorescein in Diagnosis 
and Localization of Brain Tumors, Science 107: 569-571, 1948. 

15. Tabern, D. L.: Personal. communication to the author. 
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2. A lead shield with a thickness of 1.2 cm. This shield, in 
which the tube is mounted, extends 1.5 cm. beyond the end of 
the Geiger tube providing for a wide geometry. Maximum 
flexibility is achieved by attaching the shield and the tube to a 
360 degree yoke and swivel, or similar device, which in turn 
is set on a wall-mounted dental x-ray tube arm. 

3. A modified General Radio Counting Rate Meter, with a 
1,000 count per minute full scale range, connected to the tube 
through a preamplifier. 





Fig. 2.—Note the 32 different positions surveyed with the Geiger tube, 
which covers every area of the skull on and above Reid’s base line. These 
include 13 positions on each side of the skull, 2 prefrontal (PF), 3 
frontal (F), 3 central (C), 3 parietal (P) and 2 occipital (O), besides 6 
midline positions. It is essential that at least all these areas be checked 
within the significant 1% to 2% hour time interval following the radio- 
fluorescein administration, because readings after three to four hours are 
only confirmatory. 


4. A mechanical graphic recorder (the standard Esterline- 
Angus milliammeter) with a recording speed of 6 minutes per 
inch. 

As seen from the pictorial chart (fig. 2), the survey covers 
at least 32 different positions on the scalp, including 13 areas 
symmetrically studied on each side of the skull, alternating from 
left to right, and 6 midline positions. In this fashion every inch 
of the skull on and above Reid's base line is surveyed with the 
counter. The Geiger-Mueller tube is placed directly on the scalp 
and is maintained “normal” to the skull, that is, at right angles 
to the tangent at the particular position under study. Readings 
are at least of three minutes’ duration over each site and are 
repeated over abnormal areas at frequent intervals of time 
from 20 minutes to four hours after injection of the dye. The 
counts per minute aré visually displayed and continuously 
recorded on the Esterline-Angus tracing, so that the abnormal 
concentrations can readily be diagrammatically transposed and 
recorded on the pictorial chart. 

Within a minute or two after the injection of the dye, the 
radioactivity at the surface of the head is at a maximum. This 
decreases rapidly over the next 10 to 30 minutes, until a plateau 
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Fig. 3.—-The normal radioactive diiodofluorescein concentrations in 
counts per minutes on an Esterline-Angus tracing, at time intervals from 
40 minutes to 134 hours after the intravenous administration of 1.1 
millicuries of the dye. Note that symmetric areas on each side of the 
skull are studied as simultaneously as possible within three to five minutes 
after a “plateau” is reached. Note that in a normal patient the vari- 
ations over syminetric sites are from 0 to 40 counts per minute and that 
those over adjacent areas have a characteristic normal variation as well. 
Compare mid PF to mid F, mid C and mid P, or compare the left para- 
sagittal frontal area to the left anterior temporal lobe (LFs to LFr). 
Most of the non-space-occupying intracranial lesions fall within just such 
a range and include hypertensive cerebrovascular accidents, cerebral throm- 
bosis, meningovascular syphilis, chronic arachnoiditis or ruptured cerebral 
aneurysm. 


is observed. After this interval, and for the next 1 to 2 hours, 
the decline in counts is gradual, so that symmetric positions 
can be accurately studied, if care is taken in properly matching 
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areas on each side of the skull within 3 to 5 minutes. The most 
significant counting rates occur within %4 to 2 hours after the 
administration of the radiodye ; hence, suspected areas of involve- 
ment not only must be rechecked several times during this 
period, but also must be compared to the concentrations in 
adjacent areas, in order to delineate not only the main focus 
of the lesion but also its extent. The counting rates during this 
pertinent period, using the equipment described, is of the order 
of magnitude of 200 to 1,200 counts per minute. 

It is essential to count at least all 32 sites, but, since there is 
only a limited significant time interval of about two hours, 
the order of the performance of the counting should vary so 
that the suspected areas are measured at least two to three 
times for greater accuracy. At the end of three to four hours 
the readings are only confirmatory, for the differential con- 
centrations are no longer striking. 


INTERPRETATION OF RESULTS 

A range of normal concentrations has been deter- 
mined for each position at various time intervals (figs. 3 
and 4). If the observed concentration at all sites 
is greater than the upper range of normal by 100 to 
600 counts per minute then a tumor should be suspected. 
For localization of this tumor, comparisons are then 
made with the symmetric position on the opposite side 
of the skull and also with positions adjacent to the area 
under suspicion. In the normal subject, the counts 
made over symmetric sites vary from 0 to 40 counts 
per minute. Hence, 50 counts per minute is arbitrarily 
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Fig. 4.—Continuation of the tracing shown in figure 3 at 1% to 2% 
hours after the intravenous administration of 1.1 millicuries of the dye. 


considered to be the lowest level of significance. The 
standard statistical error at rates of 500 and 1,000 
counts per minute is 20 and 30 counts per minute, 
respectively. Therefore variations of more than 10 to 
15 per cent are significant. It should be noted that the 
over-all increase of radioactivity in patients with verified 
brain tumors may be such that the count over the tumor 
itself may be 50 to 100 per cent greater than the count 
over the same site in a normal brain at a comparable 
time interval. 

From figures 3 and 4, which show normal values, it 
can be seen that adjacent sites have characteristic varia- 
tions. The readings at the midparietal and midsub- 
occipital positions are 230 and 260 counts per minute, 
respectively, with a difference of 30. In a patient with 
a verified tumor in the midsuboccipital area (figs. 5 
and 6), there were readings of 590 and 810, respectively, 
with a difference of 220, which is seven times the normal 
difference in these adjacent midline areas. Likewise, 
the concentration of the dye over the site of the sus- 
pected tumor was 810 counts per minute, whereas the 
highest range of concentration in normal patients at 
the same site and for the same interval of time is only 
250 counts per minute. The difference between these 
is 560, which is at least 10 times higher than our 
accepted difference of 50 counts per minute in normal 
persons. Differences of this magnitude are striking 
and are never seen in any but tumor patients. 
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Use of this method of comparison with the normal 
values, and with symmetric and adjacent area values 
for a pertinent time interval, has improved the reliability 
of our results and has made possible the diagnosis of 
midline and posterior fossa tumors. 


RADIOLOGICAL HAZARD 


Studies of the distribution and excretion of radio- 
active diiodofluorescein have been made in human 
beings, dogs and rats. The biologic half-life in man is 
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Fig. 5.—Patient D. C. clinically showed signs and symptoms of a right 
parietal lobe neoplasm. Ventriculography was equivocal, demonstrating 
only mildly enlarged lateral ventricles. The radioactive fluorescein study 
revealed a high tumor concentration especially in the posterior fossa and 
upper part of the cervical cord. At surgical intervention, a_ vascular 
mixed cell astrocytoma was partially removed from this site. Note that 
3% hours after administration of the radiodye the concentration in the 
middle posterior fossa or midsuboccipital (SO) area is 810 counts per 
minute, which is 220 counts per minute more than the adjacent mid- 
parietal area (P = 590), a difference seven times the expected normal 
variation of 30 counts per minute at this period of time. Also note that 
the total concentration of 810 is 560 above the highest normal value of 
250 (see shaded area) ever noted for the midsuboccipital area at 3% 
hours. These readings are highly significant of a vascular and cellular 
tumor. 


two to three days. The highest concentration after the 
initial maximum occurs in the thyroid gland, and the 
dose of radiation delivered to this tissue is from 1.9 to 
38 roentgen equivalents. This dose of radiation is 
substantially less than that received by patients tested 
with 50 microcurie doses of radioiodine in studies of 
thyroid function. The other tissues of the body retain 
considerably smaller amounts of the radiodye, and in 
none of the dogs was significant radioactivity detectable 
seven days after the administration of 25 microcuries 
per kilogram, or twice the usual dose in human subjects. 
We believe that there is no significant hazard to the 
patient from the use of diiodofluorescein in amounts 
of 1.0 to 2.0 millicuries. 


CLINICAL EXPERIENCES 


There were 95 histologically verified space-occupying 
lesions of the central nervous system; 40 of these were 
gliomas, 13 were meningiomas and 13 were metastatic 
carcinomas and sarcomas. The remaining 29 included 
6 tumors of the spinal cord, 7 tumors of the hypophysis, 
2 hemangioblastomas of the cerebellum, 1 acoustic 
neurinoma, 1 melanoblastoma, 3 unclassified intracranial 
tumors, 4 subdural hematomas, 2 cerebral abscesses, 
| porencephalic cyst, 1 arteriovenous fistula and 1 
granulomatous cyst. In these 95 patients, 86 (91 per 
cent) lesions were accurately diagnosed as organic and 
localized with radioactive fluorescein, while only 4 diag- 
noses were completely inaccurate. The other 5 were 
inaccurate only so far as the nature of the lesion was 
concerned but were accurate in respect to localization of 
the lesion. Thirty-eight of the 40 gliomas studied 
were accurately diagnosed, and these included 20 
glioblastomas, 16 astrocytomas, 3 oligodendrogliomas 


RADIOACTIVE DIIODOFLUORESCEIN—DAVIS ET AL. 1427 


and 1 ependymoma. The 2 gliomas diagnosed inac- 
curately were in the cerebellum, and each was com- 
posed of a large, single cyst. By radioactive assays 
we have shown that the liquid contents of such cysts 
contain even less radiodye than the normal brain. 


Besides these 95 microscopically verified space- 
occupying lesions, there were 15 grossly verified pre- 
sumptive gliomas which were surgically treated and 
proved to be inoperable and are, at this time, micro- 
scopically unverified. All these lesions were accurately 
diagnosed and localized with the radiodye test. These 
included lesions of 10 patients with brain stem tumors, 
5 of whom had ventriculocysternostomy performed and 
5 deeply-seated temporal lobe tumors close to the 
midline. 


Of the total of 110 microscopically and grossly veri- 
fied space-occupying lesions, 101 (92 per cent) were 
accurately diagnosed and localized by means of the 
radioactive isotope tracer test. This exceeds by far 
the accuracy of all other neurosurgical tests or pro- 
cedures, particularly with regard to localization. Added 
to this group of 101 are 18 patients with presumptive 
space-occupying lesions in whom this method corrobo- 
rated the clinical and roentgenologic diagnoses. Lesions 
of these patients await surgical verification and/or 
further observation. The remaining 72 of the 200 
tumor-suspect patients were thought not to have a 
space-occupying lesion by this test, and this diagnosis 
was supported by surgical exposure in 13 instances, 
air studies in 54 instances and/or angiography in 5 
instances. Of these, only 1 yielded a positive dye 
concentration in the absence of tumor. 


Clinically, this patient had the typical signs and symptoms of 
a cerebellar pontine angle tumor. The radiodye test also local- 
ized the tumor in this region. However, suboccipital craniectomy 
revealed no tumor but only a mass of dilated blood vessels and 
fibrous tissue, which was considered to represent a chronic 
infectious process. These pathological changes were the cause 
of the clinical signs and symptoms, and the abnormal blood 
vessels were probably responsible for the slight but persistent 
uptake of radioactive fluorescein. 


In all 200 cases there were only nine proved 
inaccuracies, making a total accuracy of 95.5 per cent 
for the radioactive diiodofluorescein test. Eight of the 
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_ Fig. 6.—Pictorial chart used for recording the graphic record seen in 
figure 5, in which the abnormal concentrations are diagrammatically trans- 
posed and recorded 


nine were intracranial lesions, and all but one were 
also inaccurately diagnosed by clinical examination, 
electroencephalography and pneumography. The first 
patient has been discussed in the preceding ‘paragraph. 


The second of these patients had clinical signs pointing to a 
left frontal lobe tumor extending in butterfly fashion across 
the corpus callosum. The radiodye concentration was slight 
but persistent in the right temporal lobe. The patient was 
scheduled for a large left frontotemporal craniotomy, but before 
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surgical intervention could be performed the patient expired 
suddenly during a bout of coughing. Autopsy revealed an 
astrocytomatous cerebellar cyst without a mural nodule and 
with no evidence of any lesion in either cerebral hemisphere. 
The third patient had clinical, roentgenologic and radiodye 
evidence of a lesion in the right hemisphere consistent with a 
diagnosis of subdural hematoma. At surgical intervention an 
encapsulated hemorrhagic mass was removed at the site indicated 
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Fig. 7 Fig. 8 

Fig. 7.—A portion of the actual tracing 12 hours after the intra 
venous injection of 1.1 millicuries of radiodye. The significant value, 950 
counts per minute, is marked by an asterisk and was obtained over posi- 
tion RFs (right middle cranial fossa, on Reid’s base line). The highest 
value found in a normal patient in this position at this particular 
interval of time is shown by the shaded portion, i. e., 360 counts gor 
minute. Over the symmetric site on the opposite side ot the skull (LF) 
there were 800 counts per minute. The right posterior inferior frontal 
area (RPFs) registered 820 counts per minute as against only 700 over 
the same symmetric area on the opposite side (LPFs). Also note that 
the adjacent sites RFs (950 counts per minute) and RFs (600 counts per 
minute) at the base and vertex respectively, of the right middle cranial 
fossa, show a wide difference of 350 as compared to a normal difference 
of 100 over the same sites in a normal patient. The tracing therefore 
indicates a lesion, deep in the middle fossa, which is relatively highly 
vascular and cellular. 

Fig. 8.—Pictorial chart of the graphic record in figure 7, showing the 
lesion at the base of the — fossa on the right (RFs), extending 
anteroinferiorly to area RP 


by the radiodye test. Microscopic examination revealed a 
metastatic hypernephroma with extensive cyst and hematoma 
formation, which no doubt accounted for the diminished con- 
centration of radiodye. Later, a fluorescein restudy revealed 
an extensive lesion, typical of metastatic carcinoma, whose 
plotted extent coincided accurately with the actual size and 
extent of the tumor in the right temporal lobe, as proved at 
autopsy. 

The fourth patient appeared to have, clinically, roentgen- 
ologically and by radiodye studies, a lesion in the right parieto- 
temporal area. However, when surgical operation was performed 
a small, well encapsulated subdural hematoma was discovered, 
exactly occupying the site designated. On microscopic exami- 
nation, the capsule was found to be exceedingly thick and to 





580 560 
Fig. 9 
Fig. 9.—A portion of the graphic tracing at the site of an extensive 
gliob jastoma multiforme in the left temporal lobe, proved both at surgery 
ond later at autopsy to be accurate in its focal localization. The radiodye 
concentration at LF: is 810 counts per minute 1% hours after adminis- 
tration, as compared to 700 at RFs, the same basilar position on the 
opposite side, a difference of 110 counts per minute. The shaded portion 
again represents the highest range of normal for this position (360 counts 
ver minute). The difference of 450 counts per minute is striking, and is 
ighly significant of tumor. Note that the adjacent positions L¥s (580) 
and RFe (560) show 200 counts per minute less than the tumor area 
LFr (810) and differ ofily 20 counts per minute from one another, 
Fig. 10.—Pictorial representation of the graphic tracing seen in figure 
9, showing the actual extent of the large tumor in the left temporal lo! 
which was verified surgically and at autopsy as a glioblastoma multiforme. 


contain a great many newly formed capillaries. The latter 
probably accounted for the relative increase of radiodye in 
this area. 
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The fifth patient had generalized Hodgkin's disease with 
vague clinical involvement of the spinal cord and with a 
myelographic block at the seventh dorsal vertebra. Lami- 
nectomy revealed an extensive extradural tumor at that level. 
The radiofluorescein concentration appeared to be more intense 
in the lumbar and sacral areas, and this eorresponded to the 
involvement of mesenteric and paraaortic nodes, which had 
recently been treated with high voltage roentgen radiation. 
The diagnosis of tumor was correct, therefore, but the localiza- 
tion was accurate only for the abdominal area of the spine and 
not for the thoracic spinal involvement. 

The sixth patient was struck on the head a week previous to 
examination but had no period of unconsciousness. His only 
complaint was headache. He had no other symptoms or signs 
except a questionable right facial weakness. Pneumoencepha- 
lography revealed an equivocal shift of the ventricles to the left. 
The radiodye concentrations were persistently high in the middle 
cranial fossa, slightly greater on the right than on the left, and 
were consistent with a diagnosis of tumor in the temporal lobe 
area. Surgical intervention revealed bilateral subdural hema- 
tomas in the middle fossa. Hence, it is possible that in this 
case of recent trauma, with its associated disturbance in cerebral 
capillaries, there was an increased exudation of radioactive 
fluorescein, accounting for the high counts seen in this patient. 
As we learned later, repeated studies in recent post-traumatic 
cerebral lesions reveal a decreased dye concentration within 
seven to 10 days, in contrast to neoplastic lesions, which show 



































Fig. 11 

Fig. 11.—The site of the highest radiodye concentration is the LFs, or 
left parasagittal precentral area, where the counts per minute are 700 as 
compared to 500 on the right side, RFs. Normally, a difference of only 
40 counts per minute exists. The adjacent basilar site is usually 100 
counts per minute higher at this period of time (1% hours): however, in 
this instance the parasagittal vertex reading is 90 counts higher than 
LF; (610), showing a complete reversal from the normal dye concentrations, 


Fig. 12.—Pictorial chart corresponding to figure 11. This space-occupy- 
ing lesion was accurately outlined by the radiodye concentrations and 
proved at surgery to be a meningioma. The shaded area represented that 
portion of the tumor which was superficial. The remainder of the outlined 
area was occupied by the meningioma which was present beneath the 
cortex, 


the same or an increased concentration. We believe that, in 
future patients in whom trauma is an etiological factor, we will 
be able to avoid such errors by repeating the radiodye test. 


The seventh patient, a man aged 41, had had a pneumonectomy 
performed three weeks previously for the removal of a verified 
bronchogenic carcinoma. His only complaint was two gen- 
eralized seizures four days before admission. The neurological 
examination revealed completely normal conditions as did the 
spinal fluid studies. The radiodye concentrations were at 
the upper limits of normal without pertinent localizing signs. 
However, pneumography showed a definite shift of the left lateral 
ventricle to the right with a large defect in the left posterior 
temporal lobe. Craniotomy revealed a well encapsulated, firm 
tumor nodule which was the size of a walnut. Several weeks 
later autopsy revealed that the entire left temporal lobe was 
occupied by a decidedly necrotic, centrally cystic, metastatic 
carcinoma. Even the thin peripheral rim of tumor tissue 
showed evidence of severe liquefaction necrosis. This tends to 
corroborate further that it is only the actively growing tumor 
which concentrates the radiodye, since the cystic portions 
actually have a diminished uptake. 


The last two of these nine patients demonstrated this 
feature most completely. Both had cystic tumors of the 
posterior fossa; one was a tremendous cyst with a 
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small astrocytomatous mural nodule, and the other was 
a nonspecific granulomatous cyst with a thickened, 
white, avascular capsule. In both of these instances 
the radiodye concentrations were even lower than those 
for the adjacent normal brain tissue. When the pre- 
ponderance of cyst fluid over tumor cells and tumor 
capillaries is too great, the radiodye concentrations are 
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Fig. 13.—Normal tracing obtained in L. J., a patient aged 25 with 


clinical symptoms and signs of a neoplasm in the right frontal lobe. The 
radiodye concentration counts were within normal limits from ™% to 2% 
hours after injection of the dye. This tracing made in the % to 1% 
hour interval did not support the diagnosis of a space-occupying lesion in 
the right frontal lobe. 


not significantly increased even though a small tumor 
nodule may coexist with the large cyst. However, in 
the greater number of instances, even in the multicystic, 
relatively avascular astrocytomas, there is usually a suffi- 
cient number of neoplastic cells and capillaries to result 
in a recordable, pertinent, differentiating radiodye con- 
centration. In only one instance did a simple cyst 
reveal its presence by a slight focal cencentration of 
radiodye. This was in a patient with a traumatic 
porencephalic cyst in which the differential concentra- 
tion was quite definite but at the lowest level of signifi- 
cance. Added to this was the fact that the record was 
taken 5 days after pneumoencephalography was per- 
formed ; the latter in itself will cause a slight generalized 
increase in radiodye concentration, probably the result 
of the irritative effect of residual intraventricular oxygen 
on the adjacent cerebral capillaries. 


RELATIONSHIP OF THE RADIODYE CONCENTRATION 
TO THE HISTOPATHOLOGY OF CENTRAL 
NERVOUS SYSTEM TUMORS 
There appeared to be a definite gradation of differ- 
ential counts per minute over symmetric areas of the 
skull, as also when contrasted with the normal values 
at the same interval of time, and this was related not 
only to the degree of malignancy of the tumor but even 
more so to its angioarchitectural pattern and its degree 
of anaplasia. Metastatic carcinomas and sarcomas 
(figs. 7 and 8) gave counts in the highest differential 
range. Next were the glioblastomas (figs. 9 and 10), 
in which the concentration of radiodye appeared to be 
definitely related to the degree of endothelial or adven- 
titial proliferation of the capillaries and to the disturbed 
permeability of their endothelial cells. For example, 
the angioproliferative glioblastomas ** showed a lower 
range of counts per minute difference between sym- 
metric areas of the skull than did the angiothrombotic 
types. Next in the differential range were the vascular 
and cellular meningiomas (figs. 11 and 12), with the 
more fibrous hyalinized types giving lesser degrees of 
radiodye concentration. The patients with astrocytoma 
and oligodendroglioma showed the lowest differential 
count of all the tumors. This appeared to coincide 
directly with the relative microscopic scarcity of capil- 





16. Davis, L.; Martin, J.; Goldstein, S. L., and Ashkenazy, M.: A 
Study of 211 Patients with Verified Glioblastoma Multiforme, J. Neuro- 
surg. @: 33-44, 1949. 
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laries in these tumors. However, recurrent gliomas 
had a much greater uptake of dye, and this was con- 
sistent with their increased cellularity and vascularity. 

At the base of the scale of radiodye concentration 
were the chronic subdural hematomas and the exten- 
sively cystic tumors. It was noted that in the acute 
stage of a hemorrhage the concentration over the focal 
site never reached the heights seen in tumors; if the 
radiodye test was repeated within two to three weeks, 
the concentrations were as normal as in the chronic 
hematomas. Undoubtedly, the cerebral edema and dis- 
turbed vascularity in the acute stage accounted for the 
temporary increase of radiodye. In tumor patients, 
on the contrary, repeat studies revealed an increase 
instead of a decrease in dye concentration. 

Three instances of subarachnoid hemorrhage sec- 
ondary to a ruptured intracranial aneurysm showed nor- 
mal readings. Because of the presence of papilledema 
these patients were clinically considered to be tumor 
suspects. One of these (figs. 13 and 14) even had a 
craniotomy performed because electroencephalography, 
ventriculography and angiography all pointed to a space- 
occupying lesion in the right frontal lobe. However, 
operation revealed an aneurysm of the anterior cerebral 
artery, visualized on the floor of the anterior cranial 
fossa, as well as multiple areas of old intracerebral 
hemorrhagic softening. Biopsy specimens of normal 
and neoplastic brain tissue are being assayed in our 
radioisotope laboratory. Preliminary results tend to 
confirm our impressions obtained by external counting ; 
namely, cysts contain less dye than normal brain, while 
tumors contain more dye, dependent on their degree 
of cellularity and vascularity. 


RELATIONSHIP TO PREOPERATIVE DIAGNOSIS 

Clinically, a focal diagnosis of lobe involvement was 
made in 54 of the patients and a more diffuse localization 
was made of hemispheric involvement in another 14. 
Previous to confirmation by air studies, there were 64 
patients in whom the preoperative clinical impressions 
were inaccurate. In many of these the radiodye test 
proved of particular value, especially in patients with 





Fig. 14.—Ventriculogram (left) and angiogram (right) of patient L. J., 
whose tracing is shown in figure 13, reveal a space-occupying lesion in the 
right frontal lobe. 


papilledema, where the differential diagnosis between 
intracranial neoplasm, hypertension, arachnoiditis and 
intracranial aneurysm was especially difficult despite the 
aid of electroencephalography, pneumography and angi- 
ography. The radioisotope tracer studies confirmed the 
localization and diagnosis made clinically in all but 5 per 
cent of patients. In 7 of the 9 patients whose condition 
was inaccurately diagnosed by radiodye studies, the 
clinical signs and symptoms were also inaccurate. At 
times difficulty was encountered in differentiating a 
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posterior fossa tumor from one in the frontal lobe. 
In two such instances, in which the clinical diagnosis 
of right frontal lobe neoplasm and of right parietal lobe 
neoplasm was made, radioactive fluorescein studies 
revealed high concentrations in the right cerebellar and 
in the midsuboccipital areas. Ventriculography revealed 
only a moderate hydrocephalus in each case. At surgi- 
cal intervention a cystic hemangioblastoma and a mixed 
cell astrocytoma were removed from the sites postulated 
by the positive radiodye test. 


RELATIONSHIP TO ELECTROENCEPHALOGRAPHY 

Electroencephalographic studies were performed in 
110 of the 200 patients; a slow wave focus diagnostic 
of tumor was made in 30, while a more diffusely local- 
izing diagnosis was made in 8. There were 26 patients 
with intracranial tumors and 10 without tumors who 
had normal or falsely localizing electroencephalograms. 
Lesions of these patients included 5 glioblastomas, 4 
meningiomas and 2 astrocytomas in the cerebral hemi- 
spheres, 5 brain stem tumors, 4 pituitary tumors and 
2 hemangioblastomas, 2 metastatic carcinomas and 2 
astrocytomas in the posterior fossa. In all 36 cases 
of electroencephalographic inaccuracies the radiodye 
studies were accurate. For the most part, even the 
focal diagnosis made by electroencephalography was 
never as precisely localizing as either the pneumographic 
or radiodye studies. Frequently there was a wide 
spread of the response from the involved lobe. Even 
when localization by electroencephalography was posi- 
tive, it was sometimes difficult to determine whether 
the slow wave focus was due to a neoplasm, cerebral 
hemorrhage, subdural hematoma or contusion of the 
brain. 


RELATIONSHIP TO PNEUMOENCEPHALOGRAPHY 
AND VENTRICULOGRAPHY 

Air studies were performed in 121 of the patients. In 
30 of these a focal lesion was localized; in another 27 
a more diffuse lesion was localized. The remaining 
46 patients had normal air study films. There were 
18 inaccuracies. In 10 of these the clinical observations 
and encephalograms were sufficiently suggestive of 
tumor that it required 8 craniotomies and 3 suboccipital 
craniectomies to rule out such a lesion. In all but one 
instance the radiodye test proved correct. Of the 8 
patients who had negative air studies in the presence 
of a verified tumor, all but one of these had their 
lesions accurately diagnosed by the radiodye test as 
tumors. 

We believe that radioactive dye studies, by their 
more precise localization as to lobes, have proved of 
great value to the neurosurgeon, especially in that 
group of 27 patients in whom air studies revealed only 
a diffuse hemispheric involvement. In many cases, 
filling of the ventricles is difficult or incomplete owing 
either to technical difficulties or to anomalous or blocked 
foramens of Magendie or Luschka. In ventriculography 
poor filling may result from the massiveness of the 
space-occupying lesion or the severe surrounding edema, 
features commonly found in glioblastomas or metastatic 
tumors. Pneumoencephalography, with its severe head- 
aches and occasional shock, as a whole is an exceedingly 
discomforting procedure as far as the patient is con- 
cerned. This is in contrast to the relative harmlessness 
and simplicity of the radiodye test. As is also well 
known, ventriculography in itself, though accurate, is 





a 


not altogether a harmless procedure, and a certain per- 
centage of deaths from this cause alone are recorded in 
all neurosurgical clinics. 


RELATIONSHIP TO OPERABILITY 

Surgical operations were performed on 124 patients, 
and space-occupying lesions were found in 110 instances, 
95 of which were microscopically verified. There were 
10 patients in whom a tumor was not found at opera- 
tion, and in only one of these did the radiodye test 
show tumor localization. In a man aged 57 with a his- 
tory of recent onset of headaches, dizziness, tinnitus 
and poor vision, and with evidence of an enlarged selia 
turcica, ventriculography revealed a hydrocephalus, and 
a diagnosis of posterior fossa neoplasm was made, 
despite a negative radiofluorescein test. A suboccipital 
craniectomy revealed no evidence of tumor. A ven- 
triculocysternostomy was performed because a midline 
tumor was still postulated. Later, the patient had 
further visual field changes and a left central facial 
paresis. It was then believed that he had a pituitary 
neoplasm, despite the normal radiodye test. A right 
transfrontal craniotomy was then performed, and again 
no tumor was found; only evidence of perichiasmal 
arachnoiditis was seen. The absence of a tumor was 
verified later at autopsy. In this one patient two major 
surgical procedures were performed because of the 
strong clinical and pneumographic evidence of tumor, 
although none existed as demonstrated by the normal 
radiodye concentrations. 

On the basis of multiple foci of radiodye concentra- 
tion we have been able to predict accurately the presence 
of metastatic lesions in 50 per cent of the cases in our 
series of metastatic carcinomas and sarcomas. In one 
patient both a left temporal and a right postcentral 
tumor focus were noted with the radiodye test, although 
clinically he presented signs only of an obvious left 
cerebral expanding lesion. One month after the removal 
of a left temporal anaplastic carcinoma, there developed 
a left hemiparesis, which was even more pronounced 
than that on the right, thus clinically supporting the 
preoperative radiodye evidence of another focus in the 
opposite hemisphere. Postoperative studies were per- 
formed in about 60 per cent of the tumor patients, and 
thereby we have been able to prognosticate the extent 
of recurrences of intracranial tumors. These have 
correlated well with either the progressive or regressive 
clinical signs and symptoms as well as with the various 
types of surgical attack and the degree of completeness 
of removal of such tumors at operation. In four patients 
with a meningioma, an oligodendroglioma, a hemangio- 
blastoma and a glioblastoma multiforme the tumor was 
well demarcated at surgical intervention and could be 
removed completely. In these cases our postoperative 
studies revealed no tumor concentration, although pre- 
operative studies showed a positive concentration typical 
of that particular type of tumor. 

In the cases of partial excisions of the tumor post- 
operative studies revealed evidence of tumor concentra- 
tion, and in.practically all these instances the uptake 
was more intense and appeared earlier than in the pre- 
operative studies. This may be significant of increasing 
malignancy of the lesion after surgical intervention, 
a fact fairly well substantiated clinically and_histo- 
pathologically, especially in those patients with glio- 
blastoma multiforme who appear to go downhill rapidly 
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after a surgical operation. On the other hand, the 
associated decompression performed by the removal of 
the bone flap tends to cause the tumor to gravitate 
toward the surface, which is now the area of least 
resistance. In this instance, the inverse square law of 
electricity comes into effect and may be the cause of 
the increase of the differential count, merely as the 
result of the more superficial position of the tumor. 
This was found to be especially true in those patients 
who had deep-seated lesions situated near the midline 
at the time of surgical intervention. However, that the 
absence of the bone in itself is not the underlying 
cause of the increased count is shown by the fact that 
there was no significant difference in counts recorded 
in the three patients of the four with completely resec- 
table tumors mentioned above, when the overlying bone 
was removed for decompression purposes. 


RELATIONSHIP TO HIGH VOLTAGE IRRADIATION 


High voltage roentgen therapy does not seem to have 
any effect on the absorption of radioactive fluorescein 
by normal brain tissue or by the more benign gliomas. 
Cme patient had a grossly encapsulated oligodendro- 
glioma removed almost completely. Postoperative 
studies four weeks later revealed only 60 counts per 
minute differential at the tumor site. This was about 
one third of the difference noted on his preoperative 
study and was significant of a slight residuum of tumor 
tissue which was probably deeply located. The radiodye 
test performed two weeks after high voltage irradiation 
again showed no increased uptake of dye. However, 
the exact opposite was noted in the more infiltrating 
and vascular tumors. For example, in six patients 
with glioblastoma multiforme and one with metastatic 
carcinoma, studied after radiation therapy, the uptake 
was decidedly increased and was persistent at frequent 
time intervals; also, it appeared much earlier after the 
intravenous administration of the dye than it had pre- 
operatively. As noted by Davis and Weil,’’ high 
voltage roentgen therapy in some glioblastomas may 
cause striking histopathological changes in the paren- 
chymal cells as well as in the stroma and blood vessels. 
This tends to increase the already altered permeability 
of these smaller capillaries and leads to an increased 
exudation of radiofluorescein dye. To the effect of 
high voltage roentgen therapy must be added the con- 
current effect of removal of the bone flap, which is 
usually complete in glioblastomas and metastatic tumors. 


RELATIONSHIP TO TUMOR SITE 

Accuracy was consistent in the superficially located 
tumors, especially the meningiomas, with the differential 
count being both high and persistent. This was true 
not only in the cerebral hemispheres but also in the 
posterior fossa in such tumors as hemangioblastomas, 
astrocytomas and metastatic carcinomas. If the tumor 
proved to be a glioblastoma or a metastatic carcinoma 
or sarcoma, the site seemed to make little difference ; 
the dye concentration was always sufficiently intense to 
make diagnosis certain. However, in the case of tumors 
close to the midline in the region of the hippocampal 
gyrus, or in the region of the pituitary, hypothalamus 
or upper part of the brain stem the differential counts 
were much lower, because of the action of the inverse 





17. Davis, L., and Weil, A.: The Effect of Radiation Therapy upon 
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square law of electricity as the distance from the skull 
to the tumor increased. Of added aid in such cases was 
the high differential count in homolateral readings 
from the parasagittal areas to the base, in the middle 
fossa in particular, since the symmetric skull readings 
were equal. 

The clinically silent areas of the brain such as the 
anteromedial aspect of the temporal lobe or posterior- 
inferior frontal lobe have been relatively easy to diag- 
nose with the aid of this radioactive diiodofluorescein 
test, even when the electroencephalographic and pneu- 
mographic studies were equivocal. A woman aged 58 
had generalized seizures of one year’s duration, with 
minimal nonlocalizing signs. Results of electro- 
encephalography were normal, while pneumoencepha- 
lography showed only widened subarachnoid spaces 
indicative of cerebral atrophy. The radiodye studies 
revealed a persistent concentration typical of a tumor 
in the right temporal lobe. Craniotomy revealed no 
evidence of increased intracranial pressure; in fact, 
there was atrophy of the temporal lobe with softening. 
A gross diagnosis of cerebral softening was made, 
until the microscopic sections revealed a_ fibrillary 
astrocytoma. 


RELATIONSHIP TO SPINAL CORD TUMORS 

Eleven patients suspected of having a spinal cord 
neoplasm were studied. Six of these had verified 
tumors, two of which were ependymomas, one chor- 
doma, one lymphosarcoma, one lymphoblastoma and 
one metastatic carcinoma. The radiofluorescein test 
was accurate in five of these but in the other one only 
partially so. The other five patients revealed no concen- 
tration of radiodye typical of tumor, and the absence of 
a space-occupying lesion was proved by laminectomy. 
Within the spinal cord the problems of diagnosis and 
localization are much more difficult, because gamma 
radiations are also being recorded from the adjacent 
liver, spleen, lungs and intestines. Hence, for greater 
accuracy it is important to have as a control a patient 
of almost equal weight and stature. This problem is 
being further pursued, and it appears likely that at the 
present stage of instrumentation, only tumors far 
removed from the chest and abdomen, that is, in the 
cervical and lower lumbosacral regions of the spine, will 
be accurately localized with the radiofluorescein test. 


SUMMARY 


In 200 patients suspected of having central nervous 
system tumors, studied by means of radioactive diiodo- 
fluorescein, the results reveal a 95.5 per cent accuracy 
in diagnosis in lesions verified by surgical intervention 
or corroborated by pneumography or angiography. The 
technic is simple, and instrumentation consists of a 
Geiger-Mueller tube, a counting rate meter and mechan- 
ical graphic recorder. There was a 91 per cent accuracy 
in the 95 histologically verified space-occupying lesions 
of the central nervous system, which included 40 
gliomas, 13 meningiomas, 13 metastatic carcinomas and 
sarcomas, 7 pituitary tumors, 6 spinal cord tumors, 
2 cerebellar hemangioblastomas, 1 acoustic neurinoma, 
1 melanoblastoma, 3 unclassified tumors, 4 subdural 
hematomas, 1 porencephalic cyst, 2 cerebral abscesses, 
1 arteriovenous fistula and 1 granulomatous cyst. A 
positive radiodye test was recorded in five of the six 
verified tumors of the spinal cord. 
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The affinity of radioactive dye for tumor tissue was 
related to the cellularity and vascular pattern of the 
tumor. The more malignant the neoplasm, the greater 
was the radiofluorescein concentration. Metastatic carci- 
nomas and sarcomas gave counts of the highest differ- 
ential range. Next were the glioblastomas and the 
vascular cellular meningiomas. The astrocytomas and 
oligodendrogliomas showed the lowest differential count 
of all the tumors, coinciding directly with the relative 
microscopic scarcity of capillaries in these tumors. 


There was little or no concentration of dye over the 
site of chronic subdural hematomas, because these are 
relatively avascular lesions. The radiodye concentra- 
tions over large cysts are even lower than over adjacent 
normal brain tissue. In a cystic degenerative tumor 
only the actively growing tumor tissue concentrates the 
radiodye, whereas the cystic portions actually have a 
diminished uptake. In areas where the preponderance 
of cyst fluid over tumor cells and tumor capillaries was 
too great, the radiodye concentrations were not signifi- 
cantly increased and gave rise to most of the errors 
encountered with this method. 

The negative results also proved to be 95 per cent 
accurate and were of equal importance in the differential 
diagnosis of cerebral neoplasms, especially from such 
lesions as hypertensive cerebrovascular accidents, peri- 
chiasmal arachnoiditis, meningovascular syphilis and 
intracranial aneurysms. 

Localization by the radiodye method proved to be 
much more precise than with electroencephalography 
or pneumography, whenever verification was obtained 
at surgery or at autopsy. Pneumography was 63 per 
cent focally accurate, and electroencephalography was 
only 45 per cent focally accurate. Tumor recurrences 
could be demonstrated readily with this technic. Post- 
operative high voltage roentgen therapy caused an 
increased concentration of radioactive diiodofluorescein 
in the more malignant intracerebral neoplasms. Special 
technics of counting have been evolved; so that the 
accuracy of localizing midline tumors, such as those 
of the pituitary, brain stem or posterior fossa, is as 
accurate as that of localizing the more superficially 
situated cerebral neoplasms. 


With the apparatus and technic described above, 
the limitations of the test have proved to be few, pro- 
vided due regard is had to accurate consistent place- 
ment of the Geiger tube on the skull and provided 
suspicious areas are rechecked and compared to sym- 
metric and adjacent areas of the skull. Space-occupying 
lesions in every area of the skull have been localized 
accurately. Occasionally, localization was more diffuse, 
and even lateralization was difficult; in all these cases 
the tumor was at or near the midline or had actually 
crossed the midline; in several instances lesions which 
showed no localizing symptoms on clinical examination 
of the patient and in which pneumography was of no 
aid were accurately localized with the radiodye test, 
as proved at operation or autopsy. 


We believe that the radioactive diiodofluorescein 
tracer test is a simple, safe, painless and reliable method 
for the localization and diagnosis of brain tumors, and 
one which should grow in value as increasingly more 
sensitive detection equipment and more specific radio- 
dyes become available. 
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RELIEF OF ANGINA PECTORIS BY 
SYMPATHECTOMY 


Report of Results in Ten Patients Subjected to High Thoracolumbar 
Sympathectomy Including the Anginal Pathway 


JAMES A. EVANS, M.D. 
JAMES L. POPPEN, M.D. 
and 
JAMES B. TOBIAS, M.D. 
Boston 


In April 1948 Evans and Bartels,’ in rev iewing the 
results of high thoracolumbar sympathectomy for essen- 
tial hypertension, expressed dissatisfaction with the 
fact that anginal pain had been relieved in only 11 
(73 per cent) of 15 patients subjected to the usual 
resection (fourth thoracic to second lumbar ganglions) 
of Poppen. For patients with severe angina we resolved 
in the future to remove a greater part of the anginal 
pathway which had been demonstrated by White, 
Garrey and Atkins ? in the dog to include the first four 
thoracic sympathetic ganglions. Removal of these 
ganglions had been performed by Lindgren and Ollive- 
crona* in 71 patients with angina pectoris, not all of 
whom had hypertension, with complete relief of pain 
in 44 per cent and partial relief in 41 per cent. White 
and Bland* reported that their results in 8 patients, 
2 of whom had hypertension, showed that “resection 
limited to the upper three thoracic ganglions is nearly 
certain to afford complete relief of pain on the side 
of operation.” Klemme * believed that his experimental 
work in dogs showed that the first thoracic ganglion 
could be spared and relief of anginal pain and coronary 
vasospasm achieved by removal of only the second 
through the fifth ganglions on the affected side. He 
reported one case in which this had been true. 

Our own experience that a large percentage of hyper- 
tensive patients obtain relief of anginal pain without 
having resection of even a part of the so-called anginal 
pathway has been borne out by others. Peet,® reporting 
operations to the eighth thoracic ganglion as the upper 
level, stated: “Angina pectoris, either in a mild or 
severe form, occurs commonly in hypertensive patients. 
It may be the result of simple coronary spasm but in 
many it is probably due to actual arteriosclerosis of the 
coronary vessels. Particularly when the hyper- 
tension is of long duration . . . the patient with anginal 
attacks has certainly a much graver prognosis.’ Fortu- 
nately many patients with angina pectoris have com- 
plete relief following splanchnicectomy.”’ 

Peet reported two cases of angina; one patient 
obtained relief for 10 years, the other had coronary 
occlusion before operation but no pain for five years 
after surgical intervention. The same author again 
wrote * that resection to the seventh or eighth thoracic 
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ganglion gave striking relief of anginal pain and palpi- 
tation. Some patients were completely relieved. In 
a few instances the electrocardiogram again became 
normal. 

Peet * affirmed his belief that resections of the sympa- 
thetic chain to an upper level of the eighth thoracic 
ganglion together with splanchnicectomy help angina 
by relieving strain. He entirely relieved 14 patients of 
angina for five years. Of 68 patients with hypertension 
who had angina, 42 (62 per cent) survived five to 
12 years, and half of these, or 31 per cent, obtained 
definite relief; 14 patients had complete relief of angina 
for five years or more. None of Peet’s operations 
involved the anginal pathway. 

During the course of several years, Grimson ° per- 
formed so-called total sympathectomies on 133 hyper- 
tensive patients. This operation includes the anginal 
pathway. All but two of 33 patients with precordial pain 
in this group of 133 hypertensive patients were relieved. 
He stated: “Since the operation interrupts both ner- 
vous pathways conducting pain from the heart and 
sympathetic cardiac accelerators, elimination of these 
complaints is expected in all cases. The exceptional 
persistence in the few might be explained by error in 
subjective observations.” 

Smithwick *° corroborated Grimson’s observation in 
a group of 15 hypertensive patients with angina on 
whom he performed thoracic sympathectomy and 
splanchnicectomy to the level of the first thoracic 
ganglion. 


OBSERVATIONS ON THE ANGINAL PATHWAY 

The so-called anginal pathway is well accepted as 
passing through the inferior cervical ganglion (first 
thoracic) and those ganglions below it, including the 
fourth thoracic (fig. 1). The early resections of the 
cervical ganglions as pioneered by Jonnesco*' proved 
failures because, as now known, direct fibers pass from 
the cardiac plexus to the second and third thoracic 
ganglions. According to White and Bland * the afferent 
pain fibers stimulated by cardiac anoxia and running 
in the middle and inferior cardiac nerves are all concen- 
trated through the inferior cervical ganglion or stellate 
ganglion and the first thoracic ganglion usually fused 
with the stellate. There are also direct connections 
from the cardiac plexus passing through the secon 
and third thoracic and probably the fourth thoracic 
ganglions. 

It is not certain, according to White, whether pain 
fibers from the heart pass through the fourth thoracic 
ganglion. We are inclined to believe that they do 
because by extension of the resection level in splanch- 
nicectomies for hypertension with angina pectoris from 
a point below the fourth thoracic ganglion invariably to 
include this ganglion the relief of anginal pain was 
raised from 12.5 to 73 per cent. This notable increase 
in satisfactory results cannot be the result solely of 
relief of the cardiac load from drop in blood pressure 
or of prolonged rest after operation. White and Bland * 
noted one case in which it was necessary to resect 
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the fourth thoracic sympathetic ganglion on the left 
before a good result was obtained. In contrast, one 
of our patients who was subject to anginal attacks 
from whom the second and third thoracic ganglions 
were removed bilaterally for Raynaud’s disease and 
scleroderma continued to have attacks of pain in the left 
arm although the substernal component was completely 
relieved. Removal of the fourth thoracic ganglion in 
this patient was not necessary, therefore, to abolish sub- 
sternal pain. It would appear that the persistent pain 
in the left arm in this patient is mediated through the 
first left thoracic ganglion. This case is not included 
in the reported series because the patient did not have 
hypertension and the operation was not purposely 
designed to relieve the angina, the fear being enter- 
tained at that date of robbing her of warning anginal 


POST. SPINAL ROOT 











WHITE RAMUS 





‘Fig. 1—The cardiac afferent pain pathway. Note how the anginal 
pathway is funneled ‘through the first, second, third and fourth thoracic 
ganglions, 


pain. Two similar cases are included in the series; in 
these the left arm pain persisted when the first thoracic 
ganglion on the left was not resected. However, left 
arm pain did disappear in three patients whose first 
thoracic ganglions were left untouched. 

Complete relief of anginal pain was obtained in five 
patients, four of whom had the first thoracic ganglion on 
the left resected. In two of these patients not even 
throat pain occurred after operation. The weight of 
evidence therefore seems to indicate the importance of 
including: the first thoracic ganglion in order that the 
patient may obtain complete relief. The recurrence of 
pain on the right in two patients leads us now to advise 
bilateral resection to the first thoracic sympathetic 
ganglion. This decision is consistent with the well 
recognized anatomic facts as demonstrated by White 
and Bland * and previously in animal experiments by 
White, Garrey and Atkins.* 

As we embarked gradually on these procedures, our 
hesitancy to carry resection immediately up to the stel- 
late ganglion was caused by the desire to avoid ptosis. 
In some cases it is difficult to avoid resection of part 
of the stellate ganglion and the production of a Horner’s 
syndrome if fusion of the first thoracic with the stellate 
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ganglion is too close. None of our patients complained 
who did obtain a ptosis, however, and it has been our 
observation that in time the ptosis becomes less decided. 
The fact that the higher the resection the better the 
results is also borne out by a comparison of results to 
the height of the resection. This is especially true on 
the left side.'* Table 1 makes this evident. 
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Fig. 2.—The upper end of the sympathetic resection. 
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Fig. 3.—Specimens removed in sympathectomy from the stellate ganglion 
to the third lumbar ganglion (hypertension with severe angina). 
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TECHNIC OF OPERATION 


The technic used for the removal of the stellate 
ganglion and the thoracic sympathetic ganglion chain is 
identical to the procedure previously described ** for 
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lambar ganglions bilaterally. 
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extensive combined thoracolumbar sympathectomy, 
except that the incision is extended cephalad approxi- 
mately 4 cm. The medial portion of the fifth rib is 
removed as well as the eighth and eleventh ribs instead 
of the seventh and eleventh ribs as previously described, 
This allows excellent extrapleural exposure of the upper 
thoracic sympathetic chain and ganglions as indicated 
by figure 2. The entire thoracic sympathetic system 
including the stellate gariglion may be removed in this 
manner (fig. 3). 
GENERAL RESULTS 

High thoracolumbar sympathectomy (table 2) was 
performed in a series of 10 hypertensive patients with 
severe disabling angina pectoris, among whom only one 
had had probable coronary infarction (case 8) but all 
presumably had coronary insufficiency. The follow-up 
period was from three months to three years. Com- 
plete relief except for a residual sensation of con- 
striction in the throat was obtained in five, or one half 
of the cases. There was partial but satisfactory relief 
of pain in the remaining five patients. One of the latter 
group, referred to Dr. Poppen for operation by Drs. 
Joslin and Root, was bedridden with status anginosus. 
Merely turning in bed produced pain. Although she 


TaBLe 1.—Results in Relation to Height of Resection 


Complete Relief Partial Relief 





Case Left Right 


Jase Left Right 





— 


2 Tt Ts—Throat 1 Ts Te—Left side of neck, 
fingers 

4 Te Te 3 Ts T:—Left arm, throat 
(seldom) 

8 T T:—Throat, 5 Te T:—Substernal pain on 

jaw moderate exertion; 

complete relief of 
status anginosus 

9 Ts Ts—Throat 6 Te T:—Hot sensation in 
arms, throat 

10 Ti Ts 7 Te T:—Left side of chest, 


throat (mild) 


still suffers mild substernal pain, causing her to stop 
to rest, she is active, doing all her housework and going 
on shopping trips (case 5). 

In table 3 is listed the progressive relief of anginal 
pain in successive reports from the Lahey Clinic on 
results of splanchnicectomy for hypertension. 

The patients in series 4 all had severe disabling 
angina. Milder angina has so often been relieved by 
resection to the fourth thoracic level that we have not 
subjected these patients to resection of the first thoracic 
ganglion with its additional technical difficulties and 
danger of ptosis. 

In series 1 patients with anginal pain were not 
selected for surgical treatment. In series 2 and 3 no 
careful note was made of whether the patient still had 
partial or complete relief. The pattern of the pain when 
it did recur was never noted as having been changed, 
as it invariably is when all or part of the anginal path- 
way is resected. There was no operative mortality in 
the 10 patients in series 4. One patient died three 
years later of a coronary infarction (case 1). One 
other patient has survived three years, and three have 
survived two years. 

COMMENT 

All our patients had fairly severe symptoms of 
postural hypotension for about six months postopera- 
tively, but only the most severely ill patient, who had 
status anginosus (case 5), experienced angina on stand- 
ing up quickly. Resection in this case was limited to 
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y, the second thoracic ganglion on the left and the fourth That coronary irrigation may actually be increased in 

I~ thoracic ganglion on the right. It might be expected much the same way as in a desympathectomized limb 

Is that decreased coronary flow resulting from rapid severe is suggested by the increased capacity of these patients 

id drop of blood pressure on standing would increase the for work, before the residual throat constriction symp- 

d. incidence of angina in the hypertensive patient. The tom of angina occurs. For example, in case 8 the 

er fact that this seldom occurs is an argument in favor patient had hypertension grade 3 and probably remote . 
d of the possibility that abolition of the cardiac sympa- anterolateral myocardial infarction. For the past 18 

m thetic pathway actually increases coronary flow. The months she had been incapacitated and unable to do 

Is principle of the reflex sympathetic dystrophy type of any housework or to walk in cold weather. Sixteen 


months after resection of the first thoracic to the second 
lumbar sympathetic ganglions on the left and the third 
thoracic to the second lumbar ganglions on the right 
she reported a new sensation of pain in the throat, 
radiating to both lower jaws. This pain was so . 
unfamiliar to her and so different from her old angina 
pain that she attributed it to a small, nontoxic, colloid, 


pain and the theory of the internuncial pool of Lorente 
de No ** may account for the success of the operation. 
is That some such mechanism may pertain is further borne 
h out by the improvement of a Dupuytren’s contracture 
e in the left hand of one patient (case 9) in whom resec- 
1] tion was carried out to the first thoracic ganglion on 
the left, while the Dupuytren’s syndrome on the right 


P é : ‘ : 
d hand became worse when resection was only to the level adenomatous goiter and thought its removal might help. ° 
\- 
f TasLe 2.—Summary of Cases 
f , Level of Time of 
7 Case Age Sex Preoperative Status Operation Follow-up Present Status Result 
1 42 F Grade 3 hypertension; pain Left: Ts-Le 8 yr. Experieneed immediate relief of Partial relief 
. in right chest and arm on Right: Te-Le = .eese pain, but it recurred on the 
q exertion right; died 9/11/49 of coronary 
4 ocelusion 
2 46 F Grade 2 hypertension; sub- Left: Ti-Le 8 yr. No angina Complete relief, 
sternal pain on exertion Right: TsIs Wi... except throat 
3 47 F Grade 2 hypertension; exer- Left: Ts-Le 2 yr., Occasional pain in throat and Partial relief 
tional anginal pain Right: T:-Le 8 mo. left arm on exertion 
4 41 M Grade 3 hypertension; sub- Left: T2Le 2 yr., No angina Complete relief 
sternal pressure on exertion Right: Te-Le 9 mo. 
5 49 F Diabetes mellitus; grade 3 Left: TeLe 2 yr., No longer bedridden but has Partial relief 
hypertension; angina de- Right: Ta-Le «=... substernal pain on exertion 
cubitus and status anginosus and on standing quickly; com- 
plete relief of status anginosus 
6 42 M Grade 3 hypertension; per- Left: T2Ts 20 mo. No precordial pain but an Partial relief 
sistent angina of effort Right: Ti-Tr ween occasional hot sensation in 
despite previous T7-Ia re- ; throat and arms 
section 
7 49 F Grade 2 hypertension; sub- Left: Te-Le 15 mo No angina for 1 yr. but in last Partial relief 
sternal smothering, pain Right: Ts-Le nee 3 mo. return of some chest 
on exertion pain on exertion and choking 
sensation in throat 
8 4 F Grade 3 hypertension; sub- Left: Ti-Le 1 yr., No angina; bilateral subacute Complete relief, 
sternal pain on exertion Right: T:-Le 4 mo. subacromial bursitis devel- except throat 
: oped and jaw 
i) 45 M Grade 2 hypertension; bi- Left: Ti-Ls 6 mo. No pain, only a sense of con- Complete relief, 
lateral Dupuytren’s con- Right: Ts-Le se striction in throat on exer- except throat 
tracture; angina of effort tion; Dupuytren’s contracture 
better on left, worse on right 
10 44 F Grade 2 hypertension; dull, Left: Ti-Le 8 mo. No pain Complete relief 
squeezing, substernal pain Right: Tele = cceee 
on exertion 
of the third thoracic sympathetic ganglion. Kehl*® Only on careful questioning did it become apparent that 








reported six cases of Dupuytren’s contracture following 
coronary disease and infarction. We suggest that good 
results might be expected in cases of the shoulder-hand 
syndrome, a rather rare complication of coronary artery 
disease described by Hilker.** Johnson ** reported that 
hand changes take place in 21.8 per cent of patients 
with myocardial infarction, suggesting a reflex sympa- 
thetic dystrophy induced by cardiac pain. These obser- 
vations enhance the rationale of sympathectomy for 
anginal pain. 

Another disadvantage of the operation besides the 
ptosis of Horner’s syndrome, postural hypotension and 
severe sweating in the groins is swollen nasal mem- 
branes (noted by Grimson and others®). This last 
complaint occurred in two of our patients, but it tends 
to subside early. 





14. Lorento de No, R.: Analysis of the Activity of the Chains of 
Internuncial Neurons, J. Neurophysiol. 1: 207-244 (May) 1938. 

15. Kehl, K. C.: Dupuytren’s Contracture as a Sequel to Coronary 
Artery Disease and Myocardial Infarction, Ann. Int. Med. 19: 213-233 
(Aug.) 1943, ; 

16. Hilker, A. W.: The Shoulder-Hand Syndrome: A Complication of 
Coronary Artery Disease, Ann. Int. Med. 31: 303-311 (Aug.) 1949. 

Johnson, A. C.: Disabling Changes in Hands Resembling Sclero- 


dactylia Following Myocardial Infarction, Ann. Int. Med. 19: 433-456 
(Sept.) 1943. 


this pain also occurred on effort but only after much 
greater exertion than that required to cause pain before 
operation. In fact she now does all her housework and 
goes shopping in any weather. Her blood pressure was 


Tas_e 3.—Comparison of Relief of Anginal Pain 
in Four Series of Cases 


Number of 
Persons Satisfactory 
with Relief, 
Angina Height of Resection Percentage 


i rere 0 Tie-Le or Ls (Angina patients 
were avoided) 
BOPR Bivccccccccctsceesns 8 Between Tiz 12.5 
and Ts-Le 
Bambee Bois cicsedeccdivcscce 15 T: 73.0 
SE Wks cn chienaceecniae 10 Various parts 100.0 
of anginal 
pathway 


still 230 mm. systolic and 110 mm. diastolic as com- 
pared to 250 mm. systolic and 124 mm. diastolic before 
operation. It was almost one and a half years after 
operation ; she had had no intervening coronary attacks, 
so the extended exercise tolerance could not be attrib- 
uted to reduction of cardiac load, prolonged rest after 
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operation or the relief of effort angina that sometimes 
comes after a coronary infarction. White and Bland * 
have successfully abolished residual jaw pain by mandi- 
bular nerve injection. 

Another possible argument in favor of increased 
coronary flow after desympathectomizing the heart is 
seen in case 3. This patient’s electrocardiographic 
exercise tolerance test changed from positive to nega- 
tive. She wrote in her letter “I feel much better, do 
more work, have adopted a baby and am kept very 
busy.” She still has occasional pain in the throat and 
left arm on exertion two years and eight months after 
resection of the third thoracic to the second lumbar 
ganglions on the left and the first thoracic to the second 
lumbar ganglions on the right. 

The disappearance of the throat constriction together 
with all pain in two patients is probably the result of 
extension of exercise tolerance incident to increased 
coronary flow rather than of resection of any pain 
pathway mediating a sense of throat constriction. 

In case 1, in which the patient died three years after 
operation, results were the poorest of all; unfortunately 
the patient had resection only to the sixth thoracic 
ganglion on the right, although her pain preoperatively 
was mostly right-sided. Sweating could be demon- 
strated over the right side of the chest and the right 
arm after operation, proving that the most important 
pathway in this case was not touched at all. Our 
experience with this patient bears out White’s* con- 
tention that cardiac pain is mediated to the right by the 
right cardiac nerves and to the left by the left cardiac 
nerves. 

Case 6 is of interest because the patient had resection 
to the seventh thoracic ganglion in 1943 but still had 
angina. When he underwent operation again for angina 
and persistent hypertension he obtained gratifying relief 
from resection to the second thoracic on the left and 
the first thoracic on the right. 

In case 7 the patient is classed as obtaining partial 
relief although she had complete relief for a year. Her 
recurrence in the last three months may be due to 
regeneration of the neural pathways, but she has not 
yet been subjected to a sweat test to determine this 
point. 

CONCLUSIONS 

1. Resection of various parts of the sympathetic 
anginal pathway (first to the fourth thoracic on the 
right and left) resulted in satisfactory relief of anginal 
pain in all 10 patients. Relief was complete in five 
except for a residual sense of throat constriction 
in three. 

2. Resection of the anginal pathway should include 
the first to the fourth thoracic ganglions on both sides 
. for best results. 

3. There is not always residual throat or jaw pain, 
but relief from this may result because (a) exercise 
tolerance is improved by lessened strain on the heart 
from hypertension and (>) actual dilation of the coro- 
nary bed occurs. 

4. The pernicious circle of anginal pain in status 
anginosus can be broken by sympathectomy, probably 
on the same basis that reflex sympathetic dystrophy is 
helped. 

5. Horner’s syndrome is not a valid contraindication 
to carrying the resection to the lower stellate ganglion 
(first thoracic), especially when the resection is bilateral. 
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For some time we and our associates! have been 
interested in a possible pituitary-gonadal mechanism in 
the pathogenesis of peptic ulcer.” Several clinical 
observations tend to support this thesis: first, peptic 
ulcer and its complications are less common in women 
than in men; second, pregnancy usually has a beneficial 
effect on symptoms of peptic ulcer; third, although 
peptic ulcer in children is rare, its incidence is equal in 
both sexes until maturity, when the incidence again 
becomes higher in the male; fourth, peptic ulcer in 
women not infrequently has its onset during the cli- 
macterium; fifth, the menopause may be expected to 
aggravate symptoms of ulcer, and sixth, a fairly high 
percentage of women with proved duodenal ulcer appar- 
rently show an endocrine imbalance. It should also be 
noted that during the reproductive years the anterior 
pituitary gland is more active in the female than in the 
male and that it hypertrophies during pregnancy. We 
postulated the existence of a sex-linked endocrine mecha- 
nism, with increased production of pituitary hormones, 
as the means by which the normal woman is protected 
against peptic ulcer during her reproductive decades. 
Supportive evidence for this belief was found in dogs 
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with Mann-Williamson ulcers.**" The anterior pitu- 
itary hormones (luteinizing and follicle stimulating), 
the corpus luteum hormone (progesterone) and urine 
extracts from pregnant and nonpregnant women (uro- 
anthelone) appeared to be of significant value in pre- 
venting or healing these ulcers, but estrogens were 
without benefit. 

A new approach to this study of sex-endocrine rela- 
tionships. was suggested by Hench’s successful use of 
pituitary adrenocorticotropic hormone (ACTH) and 
cortisone in rheumatoid arthritis,? that is, the added 
possibility of primary or intermediate activity of the 
adrenals iti the pathogenesis of ulcer. Hench’s use of 
these hormones was predicated on observations that 
both pregnancy * and jaundice* have an ameliorating 
influence on rheumatism. Since pregnancy, as a rule, 
relieves the symptoms of peptic ulcer as well as those of 
rheumatoid arthritis, one might assume that the same 
pituitary-adrenal hormone mechanism would be active in 
both diseases. Therefore, we have attempted to deter- 
mine what effect, if any, these hormones might have on 
experimental Mann-Williamson ulcers in the dog. We 
also studied the urinary excretion of 17-ketosteroids and 
11-oxycorticosteroids in both normal subjects and 
patients with duodenal ulcer. We wish to report our 
preliminary data and also our observations on the treat- 
ment of four ulcer patients, two with pituitary adreno- 
corticotropic hormone and two with cortisone. 


EFFECT OF HORMONES ON EXPERIMENTAL ULCERS 
Experimental ulcers in dogs were produced by the 


Mann-Williamson operative technic,® sometimes referred 
to as surgical duodenal drainage. This operative 


technic was chosen because the jejunal ulcer which 


ensues closely simulates, macroscopically and micro- 
scopically, the postoperative jejunal ulcer in man. 
The present series involves 23 Mann-Williamson 
dogs: 11 control animals; 6 treated with cortisone and 
6 treated with pituitary adrenocorticotropic hormone. 
The weight of the animals ranged between 20 and 25 
pounds (9 and 12.Kg.). Treatment with cortisone was 
started 13 to 30 days after the operation and con- 
tinued daily throughout the life of each animal. The 
dogs received 20 mg. of cortisone acetate subcutane- 
ously or intermuscularly daily in two equally divided 
doses. The drug was administered as a sterile saline 
suspension containing 1.5 per cent benzyl alcohol as a 
preservative. Treatment with pituitary adrenocortico- 
tropic hormone was started eight to 35 days after the 
Mann-Williamson operation and continued daily through 
the life of the animals. The hormone was administered 
subcutaneously or intramuscularly in doses of 10 to 
15 mg. a day divided into two equal doses (Armour 
standard LaTA or its equivalent). Final and detailed 





_ 2. Hench, P. S.; Kendall, E. C.; Slocumb, C. H., and Polley, H. F.: 
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Mayo Clin, 24:181 (April 13) 1949; Effects of Cortisone Acetate and 
Pituitary ACTH on Rheumatoid Arthritis, Rheumatic Fever and Certain 
Other Conditions: A Study in Clinical Physiology, Arch. Int. Med. 85: 
545 (April) 1950. ; 

3. Hench, P. S.: The Ameliorating Effect of Pregnancy on Chronic 
Atrophic (Infectious Rheumatoid) Arthritis, Fibrositis and Intermittent 
Hydrarthrosis, Proc. Staff Meet., Mayo Clin. 13: 161 (March 16) 1938. 

4. Hench, P. S.: Analgesia Accompanying ~~ and Jaundice in 
Cases of Chronic Arthritis, Fibrositis, and Sciatic Pain, Proc. Staff Meet., 
Mayo Clin. 8: 430 (July 12) 1933. 
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closure of the duodenal stump, transection of the jejunum 4 inches (10 
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side to side jejunoileostomy, anastomosing the proximal curved portion 
of the jejunum to the ileum 10 inches (25 cm.) above the ileocecal valve. 
This short-circuits the bile, pancreatic juice and duodenal secretion into the 
terminal ileum. The acid gastric juice and gastric contents énter the 
jejunum, 

6. Mann, F. C., and Williamson, C. S.: The Experimental Production 
of Peptic Ulcer, Ann. Surg. 77: 409 (April) 1923. 
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results will be reported later, since the study is not yet 
complete. However, on the basis of our data to the time 
of writing the following preliminary summary may be 
made: 

1. Shortly after operation, control dogs began to lose weight, 
showed signs of weakness and appeared chronically ill in most 
instances. We noticed some improvement in the dogs treated 
with pituitary adrenocorticotropic hormone. As a group the 
cortisone-treated dogs were in good condition, continued in a 
state of excellent nutrition and showed their usual vigor and 
activity. 

2. The average postoperative survival time of the cortisone- 
treated animals was twice that of the control animals and about 
40 per cent longer than that of the animals treated with the 
pituitary hormone. To date, only one of the 11 control animals 
survived six taonths after the operation. However, two of 
the six animals treated with pituitary adrenocorticotropic hor- 
mone and four of the six cortisone-treated animals were alive 
at the end of six months. 

3. This beneficial effect of cortisone and to a lesser degree of 
pituitary adrenocorticotropic hormone on the postoperative sur- 
vival time of Mann-Williamson dogs is similar to that obtained 
by using an extract prepared from urine of pregnant mare 
(uroanthelone, kutrol®) and given orally. Three of seven Mann- 
Williamson dogs so treated are still alive and in an excellent 
nutritional state 6, 8 and 10 months after surgical intervention. 
The beneficial effect obtained is therefore not associated with 
cortisone alone. The effects of these hormones on ulcers and 
other tissues and organs will be reported in detail elsewhere. 
One striking effect is the pronounced reduction in the post- 
operative visceral adhesions in the cortisone-treated and 
adrenocorticotropic hormone-treated Mann-Williamson dogs as 
compared with those found in the untreated animals. 


Comment.—The average survival time of Mann-Wil- 
liamson dogs treated with cortisone is longer than that 
of the animals given pituitary adrenocorticotropic hor- 
mone and considerably longer than that of the untreated 
animals. The treated animals, as a group, were in an 
exceptionally good nutritional state and in good vigor. 
However, similar results have been obtained with an 
extract from pregnant mares’ urine (hormonal prod- 
ucts).? 


URINARY EXCRETION OF 11-OXYCORTICOSTEROIDS 
AND 17-KETOSTEROIDS 


Material and Method.—Because it is generally accep- 
ted that urinary excretion of 11-oxycorticosteroids * 
and 17-ketosteroids® is a measure of adrenal activity, 
we compared the urinary excretion of these products in 
31 normal subjects (16 males and 15 females) with the 
excretion in 43 patients with duodenal ulcers (31 males 
and 12 females). Ages in both groups of subjects ranged 
between 20 and 66 years. In 12 of the ulcer patients 
steroid excretion was studied during an ulcer attack 
and again months later, when they were in a period of 
remission. 

Both ambulatory and hospitalized patients were included. 


All had the typical ulcer syndrome and roentgenologic evidence 
of ulcer. Both groups (the normal subjects were all ambulatory) 





7. The term anthelone is applied in an all-inclusive sense to extracts 
of urine and intestinal mucosa having antiulcer properties. Anthelone 
agents have been prepared from a number of sources including urine, 
human or other, (uroanthelone) and hog intestine (enteroanthelone, pre- 
viously referred to as enterogastrone concentrates). 

8. The 11-oxycorticosteroids are organic compounds which ‘contain the 
fundamental nuclear framework of the perhydrocyclopentenophenanthrene 
ring system, in common with the sterols, bile acids and sex hormones. 
They are further differentiated from the other adrenal corticosteroids by 
the presence of an oxy or hydroxy radical on C 11, ‘These substances 
have a specific effect on protein and carbohydrate metabolism, in contrast 
to the corticosteroids, which lack an atom of oxygen on C 11 and which 
have a specific effect on water and electrolyte metabolism, 

9. The 17-ketosteroids also contain the fundamental nuclear skeleton 
of the same perhydrocyclopentenophenanthrene ring system. These com- 
pounds receive their name because of the presence of a ketone group on 
C 17. They are produced by both the adrenal cortex and the testes. 
Many exhibit androgenic activity, but others are biologically inert. 
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were carefully briefed in the method of collecting 24-hour urine 
excretions. Chloroform was added to the bottles as a preserva- 
tive before collection was started. The complete 24-hour urine 
output for each subject was delivered to the laboratory on the 
morning the collection was completed. In every case the initial 
extraction was begun within eight hours after the urine was 
received in the laboratory. 

The 1l-oxycorticosteroids were determined by the chemical 
method of Daughaday, Jaffe and Williams,’° which depends on 
measurement of the formaldehyde liberated by the hormone on 
oxidation with periodic acid. An aliquot of an unhydrolyzed 
24-hour urine specimen is acidified and extracted with chloro- 
form at room temperature. Partition of the extract between 
benzene and water adds to the specificity, and a distillation step 
separates the formaldehyde from interfering chromogens before 
color development with chromotropic acid. 

The 17-ketosteroids were determined by the rapid chemical 
method of Robbie and Gibson,'! which consists essentially of 
24-Hour 


Taste 1.—11-O-rycorticosteroids: Average Urinary 


Excretion (Mg./24 Hr.) 


Normal | Subjects ( (31) Patients with Duodenal Uleer (43) 














Below 0.74 to 1.00 Me. Below ors to 1.00 Me. 
0.74 Me. 1.00 Me. or Higher 0.74 Me. 1.00 Mg. or Higher 
None 0.74 1.00 0.40 0.75 1.00 
0.34 1.01 0.42 0.79 1.06 
0.85 1,02 0.44 0.80 1.20 
0.38 1.02 0.49 0.81 1.23 
0.97 1.04 0.52 0.85 1,28 
0.99 1.05 0.52 0.86 1.29 

1.06 0.53 0.88 1,30 
1.10 0.54 0.89 1.32 
1. 0.55 0.89 1.35 
1.14 0.60 0.90 1.50 
1.20 0.61 0.92 1.58 
1.35 0.61 0.93 177 
1.43 0.64 0.95 1.86 
1.46 0.67 0.96 
1.50 0.72 0.98 
1.50 
1.52 
1.60 
1.65 
1.69 
1.76 
1.82 
2.25 
2.45 

“None 19% 1% | 35% 35% 30% 

—— 


enaifulpineaiapangeercaniny —- 
19% of the Patients 70% of the Patients 


Average 1.35 mg. /24 hr. 


Mu 
——J | 

| 

} _ Average 0.91 mg. /24 hr. 
acid hydrolysis of an aliquot of a 24-hour urine specimen, fol- 


lowed by carbon tetrachloride extraction. The hormone content 
is then assayed by the alkaline m-dinitrobenzene technic. 


Results —Table 1 presents the 24-hour urinary excre- 
tion of 11-oxycorticosteroids in each of the 31 normal 
healthy adult subjects and in each of the 43 patients with 
active duodenal ulcer. Table 2 shows the average 
excretion of both the 11-oxycorticosteroids and the 17- 
ketosteroids for the two groups of subjects. 


Normal Subjects: 1. Average 1l-oxycorticosteroid excretion 
for the normal subjects is 1.35 mg. (males 1.25 mg. and females 
1.46 mg.). 

2. Average 17-ketosteroid excretion for the normal subject is 
9.6 mg. per 24-hour urine sample (males 10.9 mg. and females 
8.3 mg.). The higher excretion in the males is expected because 
of the role played by the testis in the production of a portion of 
these compounds. 





10. Daughaday, W. _H.; Jaffe, H., and Williams, R. H.: Chemical 
Assay for “Cortin”: Determination of Formaldehyde Liberated on Oxi- 


dation Re ow ace —- J. Clin. Endocrinol, 8: 166 (Feb.) 1948. 
A 
Urinary 17-Ketosteroids, J. Clin. Endocrinol. 3: 


and Gibson, R. B.: Rapid Clinical Determination of 
200 (April) 1943. 
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Ulcer Patients: 1. The average 1l-oxycorticosteroid excretion 
for the ulcer patients is 0.91 mg. (males 0.88 mg. and females 
1.00 mg.). Seventy per cent of patients had values below 
1.0 mg., but only 19 per cent of normal subjects had such low 
determinations. Thirty-five per cent of the ulcer patients 
excreted less than the lowest average normal figure (0.74 mg.). 
These lower values are statistically significant (table 3). 


Taste 2.—Average 24-Hour Urinary Excretion of 11-Oxycor- 
ticosteroids and 17-Ketosteroids 


11-Oxyeortico- 17-Keto- 
steroids steroids 
Group Mg./24 Hr. Mg./24 Hr. 
1 Normal subjects (31) 
- Male Pan wéss ab beecqusecécteus . 1.25 ' 1.35 10.9 96 
PRINS BBin s cetwdcccccnsccnesesse 1.46 } 3 


2 Patients with active duodenal ulcer (45) 


Male RS net 0.38 | , O52 ae 
9 Sig 
Female ~ sR RpeRa et eas Sore se 1.00 5 * . 5.3 j “ 
3 (a) 12 patients in group 2 during 
active symptoms............ 0.99 eo 82 
(b) The same 12 ane while 
symptom free...............+. inet 1.14 - 66 


during periods of ulcer distress and 
also included in group 2. 


* These 
(>) during periods of remission 


are the same patients (a) 
They are 


2. The average 17-ketosteroid value for the ulcer patients is 
8.5 mg. in a 24-hour urine output (males 9.8 mg. and females 
5.3 mg.). 

3. Of interest is the average steroid excretion of 12 ulcer 
patients during periods of remission as compared with periods 
of ulcer distress. It will be noted from table 2 that during 
active ulcer symptoms patients excreted an average of 0.9 mg. 
of 1l-oxycorticosteroids in 24 hours. When these 12 patients 
were symptom free, months after the ulcer attack, they excreted 
on the average 1.14 mg. Variations in 11l-oxycorticosteroid 
excretion are also statistically significant (table 3). 

The average excretion of 17-ketosteroid was slightly higher 
during periods of ulcer distress (8.2 mg. during symptoms and 
6.6 mg. during symptom-free intervals). 


Comments.—In patients with active duodenal ulcer 
1l-oxycorticosteroid excretion is less than in normal 
healthy subjects. The difference is statistically signifi- 
cant. These data are presented to stimulate additional 
comparative studies not only for larger series of ulcer 
patients but also for patients with other chronic gastro- 
intestinal diseases. The latter group of patients might 
also show similar low levels. We are studying this 
possibility now. 


TABLE 3.—Statistical Analysis of 11-Oxycorticosteroid Values 
for Significance 


Class No. Mean §8.D.Mean Diff. S.D.Diff. t P* 
1 Normal male....... 15 1.2175 0.0848 0.3653 +0.1104 3.31 <001 
Uleer male....... os SR OBBBR SOWIE cecees — ccccccce eves ose 

2 Normal female..... 16 1.4846 +0.1487 . » 
Uleer female....... 12 1.0025 0.0978 } 0.4621 0.1780 2.71 0.01 


3 l2uleer patientsin In 12 patients observed in and out 214 <0.05 


and out of ulcer of attacks, the mean difference was 

attacks 0.2375 lower in attack than out. 
The standard deviation of this 
mean was 0.111, giving a t value 
of 2.14 and a P of <0.065. 


* Interpretation of P values: If P is 0.05 or <0.05, the result is 
statistically significant; if 0.01 or <0.01, statistically highly significant, 
and if >0.05, not statistically significant. 


TREATMENT OF PATIENTS WITH HORMONES 


Thus far we have treated two patients with cortisone 
(cases 1 and 2) and two with pituitary adrenocortico- 
tropic hormone (cases 3 and 4). 


Case 1.—History and Previous Course —Miss V. E., aged 33, 
had an ulcer history dating back to 1940. During the six years 
prior to the present observation (1943-1949) she had frequent 
relapses, remaining symptom free for only two to three months 
at a time. During’ the past two years (1947-1949) distress 
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recurred almost daily. For the last year it was more acute, so 
that the patient worked below her normal efficiency. During 
this period there was a weight loss of about 15 pounds (6.8 Kg.). 
Relief followed food and antacids for only one-half to one hour. 
Nocturnal distress was constant during the past six months, 
but there was no back pain. There was frequent nausea but no 
vomiting. 

When we saw the patient in June 1949, she was started on 
conservative ambulatory ulcer management consisting of the 
usual bland foods, frequent feedings, antacids and antispasmodics. 
With more rest and reassurance she soon became symptom 
free and continued in remission (except for occasional mild 
distress, either during the day or night) for a period of approxi- 
mately five months, when she had another relapse. More rigid 
ambulatory management failed, and hospitalization followed for 
a period of two weeks, with the patient on an hourly feeding 
schedule of milk and cream (which was gradually increased), 
frequent antacids, antispasmodics, aspiration, and stomach lavage 
at bedtime. The patient responded to therapy, but within six 
weeks after discharge she again had a relapse. On her return 
to the hospital (February 1950) she improved again, but the 
ulcer symptoms did not disappear completely. 

Clinical and Laboratory Data.—Physical examination was 
essentially noncontributory except for moderate tenderness in 
the epigastrium and the right upper abdominal quadrant. 
Repeated cholecystography revealed a normally functioning gall- 
bladder. The gastrointestinal roentgenologic study showed “a 
spasm of the duodenal bulb associated with a pocket of barium 
presenting the usual characteristics of an ulcer crater.” 

Results of all laboratory procedures were within normal limits. 
These included the following: complete blood counts, determi- 
nation of nonprotein nitrogen, total proteins, albumin and 
globulin ratio, blood uric acid, cholesterol and cholesterol esters, 
alkaline phosphatase, sodium, potassium, sedimentation rate and 
eosinophil count (direct method). The urine examination, in 
addition to routine studies, included uric acid, creatinine and 
creatine determinations. A five hour glucose tolerance test 
was also within normal limits. 
—1 per cent. The electroencephalogram was also normal, as 
was the electrocardiogram. The urine 11-oxycorticosteroid 
level prior to cortisone administration was 0.9 mg. per 24-hour 
excretion on the first occasion and 1.68 on the second. The 
17-ketosteroids were 10.1 mg. per 24-hour excretion on the first 
examination and 8.6 on the second. Gastric contents obtained 
by continuous suction during a seven hour nocturnal secretion 
study prior to cortisone therapy consisted of 497 cc. with free 
hydrochloric acid output of 386 mg. 

Treatment and Course—The patient received cortisone for 11 
consecutive days. During the first two days the dosage was 


100 mg. twice daily and from then on 100 mg. daily. A total 
of 1,300 mg. of cortisone was administered. The patient’s 
response was remarkable during cortisone therapy. Not only 


did her ulcer symptoms completely disappear but she had a 
sense of well-being, stating, “I feel better than at any time 
during the last ten years.” Appetite and weight increased. 
Prior to cortisone therapy she had considerable dysmenorrhea, 
but this condition has disappeared completely (nine months 
follow-up). 

All examinations enumerated above were repeated on the 
morning of the sixth day of cortisone therapy and on the follow- 
ing morning after cortisone was discontinued. Significant 
changes were noted as follows: 

1. Urine 11l-oxycorticosteroids became moderately elevated 
during cortisone administration and fell to within normal limits 
shortly after the drug was discontinued. The highest value was 
2.6 mg. per 24-hour excretion (on the sixth day of treatment). 
The 17-ketosteroids showed no significant change. 

2. The seven-hour nocturnal gastric secretion (after cortisone 
was discontinued) was 486 cc. with 726 mg. of free hydro- 
chloric acid (compared with 497 cc. of secretion and 386 mg. 
of free acid prior to treatment). 

3. The roentgenologic study (on the third day after discon- 
tinuance of cortisone therapy) revealed persistence of a small 
ulcer crater in the central portion of the duodenal bulb in the 
same site as that demonstrated in previous examinations. It 
was smaller than it had been previously. There was no asso- 


ciated pylorospasm and little tenderness on pressure. 


The basal metabolic rate was’ 
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Comment.—Shortly after injections of cortisone were given, 
a symptom-free interval began in a patient who had previously 
been totally intractable to conservative ulcer management. One 
cannot be certain that all the improvement was due to cortisone, 
but the general well-being of the patient might certainly be 
credited to this hormone. Nine months after her discharge 
the patient is entirely symptom-free and is attending to her 
usual duties with normal efficiency. She had not been able to 
live with this degree of comfort for at least a year and a half 
before the cortisone treatment. 

Case 2.—History and Previous Course—Mr. M. P., aged 52, 
had an ulcer history dating back to 1930. After hospitalization 
for five days in 1930 the patient was symptom free for six years. 
He failed to respond to ambulatory management during his 
second attack (in 1936), but with hospitalization he again 
became symptom free and remained well for one year. He had 
a mild hemorrhage in 1937 and again in 1946. Since 1946 he 
has had relapses annually every spring and fall. 

When this patient was seen Jan. 17, 1950 he had had epigastric 
distress and continuous day and night pain for a period of three 
weeks, unresponsive to self medication consisting of hourly 
feedings and nonabsorbable antacids. He was hospitalized Jan. 
21, 1950 and given small hourly feedings with antacids and 
antispasmodics, and gastric lavage at midnight. He failed to 
improve during a seven day stay and left the hospital against 
advice. Because of continuous distress he was readmitted 
Feb. 19, 1950. Food and antacids produced relief for only 15 to 
30 minutes at a time. He experienced frequent nocturnal dis- 
tress but had no back pain. There was no nausea or vomiting. 
The stools (normal color) gave a positive reaction to the 
benzidine test for occult blood. 

Clinical and Laboratory Data.—Physical examination, routine 
laboratory studies and cholecystography were essentially non- 
contributory. Roentgenologic study of the upper part of the 
alimentary tract showed “a marked deformity with contracture 
of the duodenal bulb incident to scarring from an old duodenal 
ulcer. The marked deformity of the bulb was about the same 
as it had been when the patient was examined in 1946. Transit 
of the meal was normal for a three hour period, and the stomach 
emptied in this time. Palpation over the duodenal bulb elicited 
no pain. There was, however, some spasm of the bulb.” 

When the patient again failed to respond to hospital manage- 
ment he was advised to have a subtotal resection. The diagnosis 
was a posterior wall duodenal ulcer which had penetrated (or 
perforated) the pancreas. However, we decided to attempt 
cortisone therapy before resorting to surgical intervention. 

- The blood studies, urine studies and other examinations 
enumerated in thé report on case 1 were again within normal 
limits on this patient. Gastric contents obtained by continuous 
suction during a seven-hour nocturnal secretion study amounted 
to 476 cc. with a free hydrochloric acid output of 908 mg. Test 
for 1l-oxycorticosteroids showed 1.06 mg. per 24-hour urine 
volume during the first precortisone study and 1.1 mg. for 
the second; tests for 17-ketosteroids showed 7.3 mg, per 24-hour 
urine output during the first study and 7.6 for the second. 

Treatment and Course—As in case 1, this patient received 
cortisone for 11 consecutive days: 100 mg. twice daily for the 
first two days and once daily for nine days, a total of 1,300 mg. 
The patient failed to respond to treatment. He continued to have 
distress not unlike that which he experienced before he had 
received cortisone. 

Significant changes were apparent in laboratory examinations 
made on the sixth day of cortisone therapy and on the morning 
after cortisone was discontinued. (All other determinations 
were within normal limits) : 

1. Urinary 1l-oxycorticosteroids became moderately elevated 
during therapy and fell to normal limits shortly after cortisone 
was discontinued. The highest values were 3.5 mg. on the 
fourth day and 3.4 mg. on the seventh day. Values for 17- 
ketosteroids were also moderately elevated, reaching a peak 
of 12.4 mg. during the sixth day of therapy and remaining 
between 10 and 11.9 mg. throughout the remaining period of 
treatment, with a fall to precortisone levels on the second day 
after treatment was discontinued. 

2. The eosinophil count dropped below 50 per cent of the — 
precortisone level on the fifth day and remained below the 50 
per cent level throughout the period of treatment. 
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3. After cortisone was discontinued the seven-hour nocturnai 
gastric secretion was 683 cc., with 1,995 mg. of free hydro- 
chloric acid, compared with 476 cc. (with 908 mg.) in the 
precortisone period. 

4. The serum alkaline phosphatase was moderately elevated. 

The patient was subjected to subtotal resection three days 
after cortisone was discontinued (March 8, 1950). The surgeon 
reported that: “The first portion of the duodenum was decidedly 
deformed and so densely adherent to the head of the pancreas 
that it could not easily be dissected free. With a finger inside 
the duodenum, the examiner found a deep posterior ulcer about 
34 inch (2 cm.) distal to the pyloric ring, at which point there 
was also a high degree of obstruction. The ulcer had penetrated 
into the head of the pancreas, which formed the base of the ulcer. 
The liver, gallbladder, spleen and pancreas were grossly normal.” 


Subtotal gastric resection was done. The patient made an 
>. 


uneventful recovery. 

Comment.—This patient failed to respond to cortisone therapy ; 
symptoms were neither aggravated nor improved. At surgical 
intervention, a long-standing, chronic posterior wall duodenal 
ulcer was found, which had penetrated deeply into the pancreas. 

Case 3.—History and Previous Course—Mr. W. P., aged 36, 
presented an ulcer history since 1937, with frequent relapses 
and short symptom-free intervals. He had had three episodes 
of melena and one of hematemesis. During the eight months 
prior to observation he had daily experienced epigastric pain 
which was only moderately relieved with food and antacids. 
Distress occurred every two hours during the night. There 
was no back pain and no nausea or vomiting. He had refused 
and never followed a routine ulcer regimen. 

When we saw him Jan. 4, 1949 physical examination and 
routine laboratory tests revealed essentially normal conditions. 
Cholecystography showed a normally functioning gallbladder 
without any evidence of calculi. The roentgenologic study of 
the gastrointestinal tract demonstrated “a small barium-filled 
ulcer niche at the base of the bulb on the lesser curvature 
side, with a persistent deformity of the duodenal cap.” 

The patient refused to follow a restricted diet. Antacids, 
antispasmodics and discussion therapy failed to initiate a symp- 
tom-free interval. He refused hospitalization. After a year of 
procrastination, and after a period of three months of practically 
continuous distress day and night, he entered the hospital 
April 12, 1950, when our usual ulcer regimen was instituted: 
bed rest, hourly feedings of milk and cream, frequent antacids 
and antispasmodics, sedatives, vitamins, gastric aspiration and 
lavage at bedtime, and reassurance. 

A repeat roentgenologic examination at this time showed 
“transient pylorospasm. No ulcer crater could be seen in the 
duodenal bulb when barium did fill this structure. Some mild 
scarring was well demonstrated on the roentgenograms. Three- 
hour study showed no disturbance in the gastric emptying or in 
the small bowel motility.” 

Treatment Regimen—After seven days of hospital manage- 
ment the distress of the patient was less pronounced but was 
still present. It was our impression that the patient had a 
posterior wall duodenal ulcer which had penetrated (or per- 
forated) the pancreas. A subtotal gastric resection was advised, 
but pituitary adrenocorticotropic therapy was instituted before 
the decision to resort to surgery. The drug was administered 
intramuscularly in a dosage of 100 mg. daily (33.3 mg. every 
eight hours). It was our intention to treat the patient daily 
for 12 consecutive days, but because his distress became more 
acute (even more acute than that experienced prior to his 
hospital admission) the regimen: was discontinued after nine 
days. 

The following examinations were made on the urine daily 
for five days prior to hormone therapy, daily during the nine 
days of treatment and daily for five days after the drug was 
discontinued: volume of 24-hour urine, 11l-oxycorticosteroids, 
17-ketosteroids, sodium, potassium, nitrogen, calcium, phos- 
phorus, chlorides, uric acid, creatinine and creatine. 

The following examinations were made on the blood twice 
before hormone treatment was instituted, on the morning of 
the sixth day of treatment.and on the first and fourth mornings 
after treatment was discontinued: total proteins with albumin 
and globulin ratio, uric acid, alkaline and acid phosphatase, 
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sodium, potassium, calcium, sodium chloride, phosphorus, cho- 
lesterol and cholesterol esters, fasting blood sugar and 
glutathione. 

An eosinophil count was made daily throughout the period 
of study, as was also a routine blood count. In addition, 
the following tests were done once before and twice after 
hormone treatment: a five-hour glucose tolerance test: an 
electrocardiogram, an electroencephalogram and a basal metabo- 
lic rate determination. A seven-hour nocturnal gastric secretion 
study was done only once, before hormone therapy, the patient 
refusing the posthormone study. 

Clinical Course—During the first four days of pituitary 
adrenocorticotropic therapy, the symptoms were not unlike those 
experienced by the patient during the three days immediately 
preceding treatment, i. e., mild ulcer distress two or three times 
daily (about one hour after intake of food) and once during 
the night. However, on the fourth day of hormone therapy, 
in addition to the epigastric distress the patient had pain in 
the upper right abdominal quadrant. The epigastric pain became 
more acute, recurred much more frequently, lasted much longer 
and was not relieved by food and antacids, as it had been before 
treatment with the hormone was instituted. In addition the 
patient became “tired, very restless and sleepy,” with a feeling 
of “exhaustion.” 

At first, the physical findings were not appreciably changed 
except for tenderness in the epigastrium and right upper quad- 
rant. However, on the fifth day there was definite resistance 
and muscle spasm to the right of the midepigastrium. There 
Was no nausea or vomitirg. Hourly feedings of milk and cream 
with frequent administration of an aluminum hydroxide prep- 
aration were reinstituted, but symptoms continued unabated. At 
times, because of acute epigastric pain, morphine and atropine 
(in the usual dosage) had to be administered. 

On the seventh day of therapy, freckling pigmentation was 
noted on the left side of the face and the right side of the neck. 
On the morning of the ninth day in spite of increasing “exhaus- 
tion” of the patiént, the systolic blood pressure, which previ- 
ously had ranged between 120 and 130 mm., increased to 150 
mm. and the diastolic, previously between 70 and 80 mm, 
increased to 110 mm. The epigastric and right upper quadrant 
distress increased in severity. There developed an area of severe 
muscle spasm and exquisite tenderness to the right of the 
umbilicus. The symptoms and physical findings were those of 
impending perforation and localized peritonitis. The hormone 
was then discontinued (at the end of the ninth day of treat- 
ment). 

Twenty-four hours after the discontinuation of hormone ther- 
apy the patient began to improve. The right upper quadrant 
distress disappeared, as did the tenderness and muscle spasm. 
The epigastric distress also subsided to the pretreatment level, 
with resultant relief of the patient’s symptoms for short periods 
on feedings and antacids. The patient generally became more 
relaxed and began to regain his strength and sense of well- 
being. The bl6od pressure returned to normal levels, and the 
freckling pigmentation of the skin disappeared two weeks later. 

Because ulcer distress continued a subtotal gastric resection 
was performed on the sixth day after pituitary adrenocortico- 
tropic therapy was discontinued. “The duodenum was chron- 
ically thickened with some adhesions, the area of greatest 
thickening being about % inch (1.27 cm.) distal to the pyloric 
ring and close to the superior margin. When the stump of 
the duodenum was held open an ulcer almost 1 cm. in diameter 
was demonstrated on the posterosuperior wall attached to the 
top of the pancreas. Gastric resection was performed.” 

There was a decided response to administration of the hor- 
mone, as indicated by the following laboratory data: 

1. The urinary excretion of 1l-oxycorticosteroids and 17- 
ketosteroids increased appreciably throughout the period of 
hormone administration, the former reaching a peak of 8.7 mg. 
and the latter 55.8 mg. during the 24 hours of the sixth day. 

2. The eosinophil count dropped to below the 50 per cent 
level 24 hours after therapy was instituted. Throughout the 


remaining eight days of therapy the eosinophil count ranged 


from zero to 14 (the latter only on one occasion). 
3. The urine uric acid—creatinine ratio increased moderately. 








SO ee Se ee ee 











HORMONES IN PEPTIC 


Votume 144 
NumsBer 17 


4. Before therapy the serum albumin determination was 3.93 
Gm. and the globulin 2.13 Gm. per 100 cc. (a ratio of 1.8 to 1). 
On the morning after the hormone was discontinued the serum 
albumin was 3.45 Gm. and the globulin 3.07 Gm. (a ratio of 
1.12 to 1). On the morning of the fourth day after therapy 
was discontinued there was a definite reversal of the albumin- 
globulin ratio (albumin 2.6 Gm. and globulin 4.17 Gm., a ratio 
of 0.64 to 1). Fourteen days after treatment the serum albumin 
level was 3.94 Gm. and the globulin 3.07 Gm., a 1.3 to 1 ratio. 

5. Changes noted in the blood and urine electrolytes will be 
reported elsewhere in detail. In general, it can be stated that 
the blood electrolyte values changed as would be expected. 

Comment.—Symptomatically, this patient not only failed to 
respond to pituitary adrenocorticotropic hormone (100 mg. 
daily) but his ulcer was definitely aggravated during treatment. 
In addition, he had freckling pigmentation of the face and neck 
and a feeling of being “tired, restless, sleepy and exhausted.” 
These symptoms completely disappeared 24 hours after hormone 
therapy was discontinued. The acute pain in the epigastrium also 
subsided, but moderate ulcer distress continued. The freckling 
pigmentation of the face and skin disappeared about two weeks 
after the hormone was discontinued. 

As with our second patient who received cortisone, pituitary 
adrenocorticotropic therapy failed in the presence of a posterior 
wall duodenal ulcer which had previously penetrated (or per- 
forated) the pancreas. Medical therapy had failed in both 
patients, and subtotal-gastric resection was performed. 

Case 4.—History and Previous Course—Mr. L. B., aged 30, 
had an ulcer history dating from 1945. From 1945 to 1948, 
although he was receiving ambulatory ulcer management (fre- 
quent feedings and antacids) his symptom-free intervals were 
never longer than two to three months. Food and antacids gave 
him temporary relief. In November 1948 he was hospitalized 
at another institution and for a period of one week was given 
hourly feedings of milk and cream and an aluminum hydroxide 
preparation. There was a great‘deal of difficulty at first in 
obtaining symptomatic relief. The physicians in charge resorted 
to feedings of milk and cream and amphojel® every hour at 
night for several nights before the patient finally became free 
of distress. It was the opinion of the. gastroenterologist that 
“medical management would not accomplish much for him 
either now or in the future,” and gastric resection and vagotomy 
were advised. 

Immediately after discharge of the patient does the hospital 
his distress recurred, and he continued to have symptoms day 
and night for four consecutive months. Four months after he 
left the hospital his distress became less acute but stiil persisted. 

When we saw this patient June 29, 1949 he had acute pain in 
the epigastrium radiating to the left upper abdominal quadrant, 
left lower axilla and upper midback. The pain became severer 
about one hour after feedings and also at about 6:00 a.m. The 
patient was awakened by pain every one to two hours during 
the night, and food gave him relief for about one hour. There 
was no nauesa or vomiting. 

Clinical and Laberatory Data—Physical examination revealed 
essentially normal conditions except for tenderness in the epi- 
gastrium. Results of the usual gastrointestinal laboratory exam- 
inations were within normal limits. Roentgenologic study of 
the gastrointestinal tract showed “a prolonged and pronounced 
pylorospasm and spasm of the bulb. There was some tender- 
ness and considerable deformity of the duodenal bulb. There 
was no definite crater. The five-hour study showed the stomach 
empty, with normal progress of the meal to the lower ileum.” 
Hospitalization was refused. On an ulcer regimen with bed 
rest at home the patient became moderately improved but was 
not free from distress. 

On May 1, 1950 acute pain developed in the epigastrium. 
Management at home failed to relieve the symptoms of the 
patient, who was hospitalized May 23, 1950. After five days 
the acute distress subsided somewhat. Cholecystography was 
normal. A repeat roentgenologic study of the gastrointestinal 
tract showed “thick and coarse mucosal folds chiefly. in the pre- 
pyloric section. The duodenal bulb was found to be decidedly 


deformed, and there was extensive scarring from a chronic 
duodenal ulcer. 


There was no crater. Four hour gastric exam- 
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ination showed only a small residue of barium in the stomach. 
Most of the meal was in the ileum, and the motility was essen- 
tially normal.” 

It was our impression that the patient had a posterior wall 
duodenal ulcer which had penetrated (or perforated) the pan- 
creas. A subtotal gastric resection was advised, but first we 
initiated hormone therapy. The laboratory examinations enu- 
merated in case 3 were also done in this case. 

Treatment and Course—Because the symptoms in case 3 
were aggravated during treatment, in case 4 we started treatment 
of the patient cautiously with smaller, more frequent doses: 
15 mg. of pituitary adrenocorticotropic hormone every six hours 
daily for the first four consecutive days (60 mg. a day); 2 
mg. every six hours daily for the next four days (80 mg. a 
day) ; 25 mg. every six hours daily during the next two days 
(100 mg. a day), and 33.3 mg. every eight hours (three times 
daily) during the last six days of therapy (100 mg. a day)—a 
total of 1,360 mg. during 16 consecutive days. 

On the fifth day of hormone therapy the patient’s condition 
began to improve. He discontinued antacid therapy and did not 
require feedings between meals, although he was asked to 
continue with them. His appetite and general well-being also 
improved. He volunteered the information that “this is the 
best I have felt for months.” He was definitely improved, 


although he had a gnawing sensation after being without food 


for three or four hours. On the twelfth day even this gnawing 
sensation disappeared. He became completely symptom free. 
However, several days after discharge from the hospital his 
ulcer distress recurred. 

In this patient the eosinophil count during therapy failed to 
show the consistent drop noted in the preceding patient. The 
count fluctuated from day to day and at times even reached the 
pretreatment levels. It should be noted, however, that during the 
first eight days of therapy the hormone was administered in 
only 15 to 20 mg. doses. (A 50 per cent drop in eosinophils is 
expected four to eight hours after administration of a 25 mg. 
dose.) When the drug was administered in 25 and 33.3 mg. 
doses the eosinophil count dropped somewhat, but it did not 
fall below 50 per cent of the pretreatment level as was the case 
with the first patient treated with pituitary adrenocorticotropic 
hormone. However, four hours after the patient received a 33.3 
mg. injection (Thorn test) the eosinophils dropped to below 50 
per cent of the pretreatment count (from 143 to 31 eosinophils). 

The urinary 1l-oxycorticosteroids and 17-ketosteroids rose 
moderately but definitely, indicating a response of the adrenals 
to hormonal stimulation. Blood uric acid and acid phosphatase 
levels dropped moderately, but the blood electrolytes failed to 
show the degree of changes noted in case 3. These will be 
reported later in detail. Towards the end of hormone therapy - 
the serum albumin-globulin also tended to assume a 1:1 ratio, 
as it had in case 3. After treatment with pituitary adrenocorti- 
cotropic hormone was discontinued the albumin-globulin ratio 
returned to normal. 

The blood pressure remained at the pretreatment level. No 
side effects were noted except for a puffiness of the face during 
the last several days of hormone administration. The face 
became fuller, taking on the so-called buffalo-type obesity 
described by Cushing. 

Comment.—In our opinion this patient has a posterior wall 
duodenal ulcer which had previously penetrated (or perforated) 
the pancreas. Pituitary adrenocorticotropic hormone was given 


initially in smaller doses (15 mg. every six hours, i.e., 60 mg. 


a day) and was well tolerated when the dosage was gradually 
increased to 100 mg. a day. When larger dosages were reached 
the patient became completely symptom free. However, several 
days after discharge from the hospital ulcer distress recurred. 


SUMMARY 

Mann-Williamson dogs treated with cortisone 

liv ed (on the average) at least twice as long as the 
untreated control animals.. The animals treated with 
pituitary adrenocorticotropic hormone (ACTH). also 
lived longer than the untreated animals but not as leng 
as the cortisone-treated animals. However, the bene- 
ficial effect of cortisone, and to a lesser degree of pitu- 
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itary adrenocorticotropic hormone, is not specific. 
Similar results were obtained in another concurrent 
series of Mann-Williamson dogs treated orally with an 
extract prepared from urine of pregnant mares (uro- 
anthelone, kutrol®). 

2. Patients with duodenal ulcer, studied to date, have 
shown a trend toward lower urinary excretion of 11- 
oxycorticosteroids during periods of ulcer distress. This 
was statistically significant when compared to the excre- 
tion of normal subjects and of the same ulcer patients 
during symptom-free periods. These preliminary find- 
ings are presented to stimulate additional comparative 
studies in larger series of ulcer patients. Similar studies 
are now in progress to determine whether patients with 
other, chronic gastrointestinal diseases (gastric ulcer, 
ulcerative colitis or regional ileitis) show similar 
changes. 

3. Four patients with long-standing chronic duodenal 
ulcers, intractable to the usual hospital management, 
were treated with either cortisone or pituitary adreno- 
corticotropic hormone : 

(a) One of the two patients treated with 100 mg. 
of cortisone daily failed to respond to treatment. At 
surgical intervention a posterior wall duodenal ulcer 
was found that had penetrated deeply (or perforated) 
the pancreas. This complication no doubt existed before 
cortisone therapy was instituted. 

The second patient, similarly treated, became symp- 
tom-free during cortisone therapy. Nine months later 
she said, “I am feeling better than at any time during 
the last ten years” (of her ulcer history). 

(b) One of two patients treated with 100 mg. of 
pituitary adrenocorticotropic hormone daily had severer 
ulcer pain and definitely became worse during therapy. 
The symptoms and physical observations were those of 
impending perforation. Not only was there greater 
severity of ulcer pain but in addition the patient became 
“tired, restless and sleepy” and had a feeling of extreme 
“exhaustion.” Freckling pigmentation of the face and 
mild hypertension also developed. Hormone treatment 
was discontinued, and within 24 hours the ulcer distress 
subsided and the general condition of the patient 
improved. At surgical intervention it was found that 
a posterior wall duodenal ulcer had penetrated (or 
perforated) the pancreas—a complication that had 
apparently existed before pituitary adrenocorticotropic 
therapy was begun. 

The other patient was started on a smaller dosage of 
the hormone (60 mg. daily) which was increased gradu- 
ally until 100 mg. a day was administered. He began to 
improve on the fifth day of treatment and became com- 
pletely symptom free. When higher dosages were 
reached he tolerated the drug well. No other side 
effects were noted, except that his face became fuller 
and took on the so-called buffalo-type contour described 
by Cushing. This manifestation disappeared when hor- 
mone therapy was discontinued. However, several days 
after discharge of the patient from the hospital his ulcer 
distress returned, with pains not unlike those he experi- 
enced prior to pituitary adrenocorticotropic therapy. 

4. For the present, a conservative medical regimen is 
still the treatment of choice for patients with duodenal 
ulcer. This regimen consists of rest, frequent small 
feedings of bland foods, antacids, antispasmodics, seda- 
tives, gastric aspiration and lavage when indicated, and 
reassurance. When such a regimen fails, one might in 
addition give cortisone or pregnant mare’s urine extract 
orally (uroanthelone, kutrol*) before resorting to surgi- 
cal measures. The Mann-Williamson animals treated 
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with these agents lived longer than the untreated ani- 
mals and, as a group, were in a state of excellent 
nutrition and greater vigor. In ulcer patients, on the 
basis of experience to date, pituitary adrenocorticotropic 
hormone should be used guardedly if at all. 


ADDENDUM 


We are indebted to Dr. Seymour Gray of Peter Bent 
Brigham Hospital for the following case history of a 
woman in whom, as in our first patient treated with 
pituitary adrenocorticotropic hormone, there developed 
such severe epigastric pain (while she was receiving 
initial doses of 25 mg. four times a day, or 100 mg. 
daily) that the drug had to be discontinued because of 
definite danger of perforation and localized peritonitis: 

History and Examination—A woman aged 66 entered the 
hospital with a history of a gastric ulcer, diagnosed and treated 
for two months in another hospital. The patient apparently had 
had the ulcer for about five years. She presented the classic 
symptoms of epigastric pain occurring several hours after meals 
and relieved by ingestion of food. The patient was awakened 
occasionally at night by the pain. Roentgenograms revealed a 
gastric ulcer on the lesser curvature of the stomach. Gas- 
troscopy confirmed the diagnosis. The gastric ulcer could be 
seen clearly on the lesser curvature of the anterior wall. The 
ulcer was approximately 1 inch (2.54 cm.) in diameter and 
approximately 3% inch (0.95 cm.) in depth. The impression was 
gained that this was a benign lesion. 

Treatment and Course.—The patient was treated with a regi- 
men of ulcer management consisting of milk and cream and a 
preparation of aluminum hydroxide gel with magnesium trisili- 
cate (gelusil®) and had a prompt response. Her symptoms 
cleared and she felt quite well. The ulcer management was then 
discontinued, except for the ulcer diet and frequent feedings of 
milk and cream. The patient remained essentially asymptomatic. 

Pituitary adrenocorticotropic hormone was then administered 
in doses of 25 mg. four times a day. Within twenty-four hours 
the patient began to complain of a recurrence of her ulcer pain. 
She had sharp, gnawing, upper abdominal pain which was decid- 
edly aggravated during the night and was associated with much 
flatulence and lower abdominal distention. After three days of 
hormone administration there was pronounced epigastric tender- 
ness and a localized area of protective muscle spasm which had 
hitherto not been present. The gnawing epigastric ulcer distress 
still persisted. After five days of hormone therapy there appeared 
to be definite evidence of peritoneal irritation, as manifested by 
an area of severe muscle spasm and exquisite localized tender- 
ness in the epigastrium. The patient complained bitterly of 
pain, which doubled her up on occasions. She felt that the pain 
was partly relieved when she drew up her legs. 

On the sixth day of hormone administration it was believed 
that there was definite danger of perforation and localized peri- 
tonitis. The white blood cell count 12 had risen from 8,500 to 
15,000 and the stools became guaiac positive, although there was 
no significant fall in the hematocrit. The patient consequently 
was placed on a regular regimen of milk, cream and aluminum 
hydroxide gel with magnesium trisilicate. This gave her partial 
relief, but she still complained of definite ulcer pain, particularly 
severe at night. The pain, tenderness and physical observa- 
tions that suggested a localized peritoneal reaction remained 
unchanged. After ten days of administration of 100 mg. of the 
hormone a day, all medication was stopped. The roentgenograms 
revealed no change in the size of the ulcer, and there was no 
evidence of healing gastroscopically. 

The patient was then given frequent feedings of milk and 
cream and Sippy powders. Within a few hours all her pain 
disappeared and she became essentially asymptomatic. Within 48 
hours the localizing signs in the epigastric area had disappeared 
and the patient was quite comfortable. After several weeks a 
gastric resection was performed and the ulcer in the stomach 
was found to be perfectly benign. 





12. In both of our patients treated with pituitary adrenocorticotropic 
hormone and in one of the two cortisone-treated patients (case 1, Miss 
V. E.) leukocytosis developed during therapy (D.J.S.). 
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ENERGY EXPENDED BY PATIENTS ON THE 
BEDPAN AND BEDSIDE COMMODE 


JOSEPH G. BENTON, Ph.D., M.D. 
HENRY BROWN, M.D. 
and 


HOWARD A. RUSK, M.D. 
With the Technical Assistance of Jean Birnbaum, M.S. 
New York 


“T didn’t mind the operation or anything at all about 
the hospital except the bedpan,” is one of the commonest 
expressions heard from discharged patients. The bed- 
pan as an important adjunct in the management of 
the bed patient had probably been used for many years 
previous to the issuance* of the American patent in 
1877. It is apparent that its use was widespread at the 
time since it was mentioned in nursing manuals * and 
advertised in catalogs of surgical and hospital supply 
companies. Defecation on the bedpan is difficult and 
sometimes dangerous, and in addition to the psycho- 
logical indignity imposed on the patient it subjects him 
to physiological discomfort and stress. Despite this, 
it has been universally used * partly through habit and 
partly because with certain types of cases it is obviously 
a necessity. 

Fortunately there has been a recent tendency to advo- 
cate more extensive use of the bedside commode,* since 
it has been assumed that this imposes less strain on 
the patient in terms of energy expenditure. This situa- 
tion notwithstanding, the physician who recommends 
the use of the commode is often considered radical, and 
the occasional death of a patient while using the con- 


ventional bedpan still is construed as an inevitable “act ° 


of Providence.” 

Despite the impression that the use of the bedpan 
imposes a greater strain on the cardiovascular and 
respiratory systems than does the use of the commode, 
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there have been no objective studies which would indi- 
cate that it subjects the normal as well as the diseased 
person to an unfavorable stress or greater energy 
expenditure. Thomas and Harrison * in discussing the 
relationship of decrease in metabolism and bedrest, 
stated that “data are needed concerning the relation of 
defecation to this problem. The respective metabolic 
increments induced by using a bed pan and a bedside 
commode should be investigated.” 

Because of this and because there is evidence that 
prolonged bed rest iss harmful and that the practice of 
early ambulation is beneficial in a wide variety of 
clinical states,* the present study was undertaken as one 
phase of a broader exploration to determine the energy 
cost of activities of daily living and selected occupational 
activities in normal persons as well as in patients with 
disease that requires their prolonged confinement to bed. 


METHODS 


The facility of measurement of oxygen consumption 
with the closed circuit metabolism apparatus during 
activity * and the use of such data as a measure of the 
energy cost of activity have already been established.* 
These methods using a 9 liter respirometer of the 
Benedict-Roth type have been adapted to the present 
study because they are simple and also the most uni- 
versally applicable. 

Patients were selected from the wards of the Fourth 
(New York University) Medical Division and the 
Physical Medicine and Rehabilitation Service of Belle- 
vue Hospital. A total of 28 subjects was studied; 
15 were cardiac patients and the remainder either nor- 
mal or with other diseases as indicated in table 1. 
Some of the normal subjects were hospital personnel. 
At the time of study all the cardiac patients were com- 
pensated and on an adequate maintenance regimen. 
An attempt was made to match subjects in each group 
with regard to ranges of age, sex, weight and height. 
Diagnoses and other data pertaining to the subjects are 
listed in tables 1 and 2. These persons were all ambu- 
laht or semiambulant and had been required, on a phy- 
sician’s orders, to use the bedpan during a past or 
the current hospital admission. No subject was included 
in the series who presented evidence of musculoskeletal 
disability, thyroid disease or blood dyscrasia. 

Early in the investigation it became apparent that 
there were serious obstacles to the study of patients 
during actual defecation. Not the least of these were 
psychogenic and temporal factors. It was therefore 
decided to have the subjects simulate the process as 
closely as possible by means of “bearing down” or per- 
forming Valsalva maneuvers, on both the bedpan and 
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TABLE 1.—Occupation, Age, Sex and Diagnosis of Fifteen Cardiac and Thirteen Noncardiac Subjects 
Subject Age Sex Occupation Diagnosis * at Present Hospitalization 


Group 1, Cardiaes 


r # SO M Tailor Arteriosclerotie heart disease, enlarged heart, coronary sclerosis, 
myocardial fibrosis, old anterior wall myocardial infarct, acute 
posterior wall infaret, regular sinus rhythm, congestive heart 
tailure, class [V E to LIID 

R. 8. 47 M Merchant Arterioselerotie and hypertensive heart disease, enlarged heart, 


mariner eoronary sclerosis, myocardial fibrosis, acute anterior wall myo- 
eardial infaret, regular sinus rhythm, anginal syndrome, con- 
gestive heart failure, class IV E to IID 


ee. oe 49 M Unemployed Rheumatie heart disease, enlarged heart, mitral insufficiency, 
mitral stenosis, auricular fibrillation, acute pulmonary edema, 
elass IV E to III C; hypertension, etiology? 

PPitesa dbbedscncncecesnccée 43 eo M Bartender Heart disease, etiology unknown (arterioselerotic? syphilitic: 
hypertensive’), enlarged left ventricle, dilated aneurysmal 
aorta, aortic stenosis, aortic insufficiency, regular sinus rhythm, 
left bundle branch block, first degree auriculoventricular block, 
acute left ventricular failure, class IV E to II B; syphilis, late 
latent, treated 

) Dis camemlaleed : 61 M Unemployed Rheumatie heart disease, enlarged heart, mitral insufficiency, 
mitral stenosis, aortie insufficiency, aortic stenosis, auricular 
fibrillation, class III C; diabetes mellitus, mild 

4. B.. seen pwehinws 33 M Restaurant Rheumatic heart disease, enlarged heart, mitral insufficiency, 

worker mitral stenosis, aortic insufficiency,? aortie stenosis, regular 
sinus tachycardia, class II D; subacute bacterial endocarditis, 
active, under treatment 

L. R.. 59 M Unemployed Hypertensive heart disease, slightly enlarged heart, regular sinus 
rhythm, class I A; status postoperative for gastroenterostomy, 
secondary to peptic ulcer; colitis, chronic, mild; renal calculus, 
staghorn type, right kidney 


M. P. 65 7 Housewife Heart disease, etiology unknown, enlarged left ventricle, enlarged 
right ventricle, enlarged left auricle, auricular fibrillation, 
class III € 

w.B 64 M Electrician Arteriosclerotic and hypertensive heart disease, enlarged heart, 


coronary sclerosis, myocardial fibrosis, valvular sclerosis, 
regular sinus rhythm, occasional auricular and ventricular pre- 
mature contractions, class I B 
Fr. W. i} M Cook Arterioselerotie heart disease, coronary sclerosis, myocardial 
fibrosis, acute myocardial infarct, regular sinus rhythm, class 
IVE to LIC 
4.6 53 M Unemployed Arterioselerotic and hypertensive heart disease, enlarged heart, 
eoronary sclerosis, myocardial fibrosis, paroxysmal ventricular 
tachycardia, first degree auriculoventricular block, left bundle 
branch block, coronary insufficiency, class III C 
R 63 M Unemployed Arterioselerotic and hypertensive heart disease, enlarged heart, 
dilated aorta, calcific aortic stenosis, coronary sclerosis, myo- 
eardial fibrosis, aortic insufficiency, acute left ventricular failure 
with pulmonary edema, class IV E to III C 


M. G... 44 F Housewife Rheumatie heart disease, enlarged heart, mitral insufficiency, 
mitral stenosis, regular sinus rhythm, class II 

C. OC... 65 M Unemployed Arterioselerotiec and hypertensive heart disease, enlarged heart, 
eoronary sclerosis, myocardial fibrosis, congestive heart failure, 


right hydrothorax, class IV E to III OC 


Y.B 62 M Barber (un Arteriosclerotic and hypertensive heart disease, enlarged heart, 
employed) eoronary sclerosis, myocardial fibrosis, sinus tachycardia, left 
ventricular failure, class IVE to II1 C; ehronie bronchitis; 

echronie pulmonary fibrosis and emphysema 


Group 2, Noneardiacs 


H. B... seceunensaeus 31 M Physician No disease 
is Hens ~ 25 M Laborer Syphilis, late latent, untreated 
E. G.... . vapanies 61 M Unemployed Laennec’s cirrhosis with jaundice and edema 
 . & ee 47 M Unemployed Acute alcoholism; gastritis, acute, exogenous 
hospital 
attendant 
F.D.... ‘ 50 M Printer Rheumatoid arthritis, acute, active 
@. Biscs b ‘ 32 M Electrician Glomerulonephritis, acute, diffuse 
Wis We aie 25 M Unemployed Diabetes mellitus 
actor 
> we ‘ 20 F Machine Glomerulonephritis, acute, diffuse 
operator 
i iinasseses re 35 M Physician No disease 
Weil... advenesteens 34 M Cab driver Duodenal ulcer, active 
0 Serer seeeteebs 63 M Unemployed Hemochromatosis 
/ > paiee 43 M Physician No disease 
Be Base. . eenenunn 36 M Physician No disease 





* The cardiac diagnoses are given according to the nomenclature recommended by the New York Heart Association in their publication 
“Nomenclature and Criteria for Diagnosis of Disease of the Heart,” New York, 1940. The classification by Roman numerals and capital letters 
refers to the functional capacity and therapeutic classification, respectively: 


Functional Capacity 
Class I.—Patients with a cardiae disorder without limitation of physical activity. Ordinary physical activity causes no discomfort. 
Il.—Patients with a cardiac disorder with slight to moderate limitation of physical activity. Ordinary physical activity causes 
discomfort. 
Class IlI.—Patients with a cardiac disorder with moderate to great limitation of physical activity. Less than ordinary physical activity 
eauses discomfort. 
Class IV.—Patients with a cardiac disorder unable to carry on any physical activity without diseomfort. 


Class 


Therapeutie Classification 

Class A.—Patients with a cardiac disorder whose ordinary physical activity needs no restriction. 

Class B,—Patients with a cardiac disorder whose ordinary physical activity needs no restriction but who should be advised against unusu- 
ally severe or competitive efforts. 

Class C.—Patients with a cardiac disorder whose ordinary physical activity should be moderately restricted, and whose more strenuous 
habitual efforts should be discontinued. 

Class D.—Patients with a cardiac disorder whose ordinary physical activity should be markedly restricted 

Class E.—Patients with a cardiac disorder who should be at complete rest or confined to bed. 
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the commode for at least two trials of each. The pro- 
cedures were fully explained and demonstrated to each 
subject. Uncooperative patients and those who had 
difficulty in understanding what was required were 
excluded from the study. 

The tests were conducted in a small, quiet room 
away from the ward, using a low hospital bed with an 
innerspring mattress at a height of 22 inches (56 cm.) 
from the floor. A conventional metal bedpan was 
utilized. The bedside commode used was at approxi- 
mately bed height (i. e., the height of the seat was 
18 inches [46 cm.] from the floor) and was constructed 
with a conventional toilet seat and a back with two 
arm rests for support of the patient. The bed as well 
as the commode were enclosed by ward screens, per- 
mitting privacy for the subject. The observer sat 
outside the screens noting the record of respiration 
on the recording drum of the respirometer. Frequent 
observations were discreetly made through a small 
opening in the screen to assure the performance of the 
various maneuvers in the prescribed manner. 


raBLeE 2—Summary of the Mean Values and Ranges for the 
Age, Weight, Height, Body Surface Area and Resting 
Metabolism of Fifteen Cardiac Subjects and 
Thirteen Noneardiac Subjects 
Resting 
Body Metab- 


, Surface olism,* 
Age, Weight, Height, Area, ML. 0s 
tt 


Yr Lb. In. Sq. M Min 
15 Cardiaes 
(13 males, 2 females) 
Be cendcckestiseseseeess 53.6 148 64.0 1.72 267 
Bis ccs-0céteesscccasess 33-65 127-172 61.0-69.5 1.60-1.82 223-334 


13 Noneardiacs 
(12 males, 1 femule) 


Ries ccecsccccscccesss 38.6 156 66.75 1.81 251 
BOMB Ries oc cccccvccccssecss 20-63 112-200 62.25-71.5 1.49-2.08 177-321 


er ee 46.7 152 65.2 1.76 260 
20-65 112-200 61.0-71.5 1.49-2.08 177-334 


* Determined with the putient at rest in the supine position and 
corrected to standard conditions of temperature and pressure. 


The tests were performed in all instances approxi- 
mately two hours after meals. At each session both 
a bedpan and a commode experiment were carried out 
as described below. A 15 to 20 minute rest period 
was allowed between the two procedures, and on suc- 
cessive days the order of the maneuvers was alternated. 
The sequence of experiments was such that each sub- 
ject served as his own control for purposes of com- 
paring the two activities. 

During the tests, male patients were attired in 
pajamas and females in hospital gowns. In order to 
allow free movement of the patient, the connection 
between the mouthpiece and the respirometer was made 
with 10 foot (205 cm.) lengths of flexible rubber 
tubing. Conventional rubber mouthpieces and nose- 
clips were used, and the patient held the metal three 
way valve with one hand to avoid displacement of the 
mouthpiece when changing position. 

The subjects rested in bed for 15 minutes prior to the 
actual experiment. The noseclip was adjusted and 
checked for leaks; the mouthpiece was placed in posi- 
tion, and recording of oxygen consumption was begun 
while the subject was in the supine position. Resting 
oxygen consumption was recorded for a period of four 
to six minutes. When it was apparent that an equili- 
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brium ‘had been attained, a signal was given by the 
observer for the patient to begin one of the following 
two activities, during which time oxygen consumption 
was continuously recorded: 

1. The patient (if a male) untied or unbuttoned his pajama 
pants, sat up, turned, slid off the bed and sat down on the 
commode seat adjacent to the bed. He remained seated and 


of 





Fig. 1.—Photograph of a portion of the respirometer record showing 
oxygen consumption in cardiac subject A. P. while performing 10 Valsalva 
maneuvers (indicated by small arrows) on the bedpan. A indicates the 
start of the activity; B, the end of the activity and beginning of recovery, 
and C, the end of the three minute period of recovery 


performed 10 Valsalva maneuvers which simulated straining at 
stool. He then cleansed himself with toilet tissue and at a 
second signal from the observer pulled up his trousers and 
returned to bed, again assuming the supine position. The time 
between the two signals was three minutes. 





Fig. 2.—Same as figure 1, but with the cardiac subject, A. P., on the 
bedside commode. Note that oxygen consumption of the patient is 518 
milliliters (uncorrected) greater on the bedpan (fig. 1) than on the 
commode. 


2. The patient untied his pajama pants, drew, them down, 
mounted the bedpan (which had been placed on the bed before 
the start of the test) and sat on it in the center of the bed. 
This position was selected since observations made on various 
services of this hospital indicated that this was the common 
practice. He as permitted to mount the bedpan in any 
manner he found easiest. While in this position, he performed 
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10 Valsalva maneuvers. He then cleansed himself with toilet 
tissue and at a second signal, three minutes after the first, 
resumed the supine position in bed and pushed the bedpan aside. 


In all instances the recording of oxygen consumption 
of the patient in the supine position was continued for 
a four to six minute period after completion of the 
activity in order to determine the “recovery” oxygen 
consumption. It was found that the rate of oxygen 
consumption during the recovery period reached a 
steady state usually within ene minute and always 
within three minutes. This recovery rate was almost 
identical with the preactivity resting rate. 


TasLe 3.—Comparison of the Mean Excess Oxygen Consump- 
tion for the Use of a Bedpan and a Commode * 


Mean of N Trials 











No. of | ———t 
Trials Bedpan Commode Difference 
Subject a) (B) (Cc) (B—C) 
Forty trials by 15 cardiac subjects 
w.B 1 1,375 TYS + 577 
3 837 631 + 206 
4 1,028 817 + 211 
3 909 742 + 167 
3 1,295 746 + 9 
3 921 623 + 298 
3 879 535 + 344 
3 579 487 + @ 
2 811 625 + 186 
3 659 382 277 
3 1,212 851 + 361 
2 1,305 999 + 306 
2 626 383 + 243 
3 683 AT + 136 
2 1,901 803 + 1,098 
Mean for 15 subjects......... 1,001 665 + 337 
Thirty trials by 13 noncardiac subjects 
2 1,224 1,056 + 168 
2 799 550 + 249 
4 1,398 938 + 460 
3 628 518 +110 
3 797 545 + 252 
2 799 560 + 239 
2 758 674 + & 
2 520 335 + 185 
2 YO4 517 + 387 
2 1,129 577 + 552 
2 1,796 965 + 810 
2 S41 458 + 383 
2 858 678 + 180 
Mean for 13 subjects.........  .. 958 646 + 312 





* In milliliters of oxygen at standard conditions of temperature and 
pressure in excess of the resting oxygen consumption for the six minute 
bg period, which includes three minutes of activity and three minutes 
ot reeovery. 


Data were calculated from the graphic records (figs. 1 
and 2). Energy cost of each of the maneuvers was deter- 
mined in the following manner: The oxygen consump- 
tion during the three minutes of bedpan or commode 
activity and three minutes of recovery was measured 
from the graphic record. From this was subtracted 
the resting oxygen consumption for a six minute period. 
This resulted in a figure for excess oxygen consump- 
tion for the six minutes activity and recovery period 
which was the energy cost of the particular maneuver 
under study. All gas values are corrected to standard 
conditions of temperature and pressure and expressed 
as milliliters of oxygen in excess of the resting oxygen 
consumption. 

RESULTS 

Early in the course of the study it became apparent 
that in all patients of the noncardiac as well as the car- 
diac group there was a consistently greatér oxygen con- 
sumption for the performance of the outlined procedures 


Sec os nnae 


on the bedpan than on the commode (table 3). It was 
also noted that there was no consistent effect of accom- 
modation on serial performance, some subjects using 
more while others consumed less oxygen at successive 
trials. There frequently was considerable variation at 
succeeding trials in the same person. Furthermore, the 
two groups of subjects showed no significant difference 
in oxygen consumption with regard to the two respec- 
tive maneuvers. This was anticipated, since the amount 
of work done in either activity was not great enough 
to incur a significant oxygen debt. On this basis the 
data for the entire series, including both cardiac and 
noncardiac subjects, were combined and statistically 
analyzed (table 4). 

When the differences of the means in oxygen con- 
sumption of the entire series of subjects in the two 
categories of activity were analyzed, a statistically highly 
significant p value (< 0.001) was found.® There was 
a mean of 50.7 per cent greater increment of oxy- 
gen consumption above resting levels in the cardiac 
group while using the bedpan and a mean of 48.4 per 
cent for the noncardiac group. 


TABLE 4.—Statistical Analysis of the Data Comparing the 
Mean Excess Oxygen Consumption for the Use of a Bed- 
pan and a Bedside Commode in Twenty-Eight Subjects 


Mean Standard t = Mean 
Difference Error Difference 


(B— ©) of Mean Standard 
Subjects No. Ml. 02 Difference Error P Value * 
QCRREING,. <ccceces 15 + 337 64.82 5.2 <0.001 
Noncardiac...... 13 + 312 56.51 5.5 <0.001 
All subjects...... 28 + 325 42.80 76 <0.001 


Percentage mean excess oxygen consumption for use of bedpan over 
commode in 
(1) 15 eardiac subjects: 337 X 100 = 530.7% 
665 
(2) 18 noneardiac subjects: 312 x 100 = 48.4% 
646 





* Computed according to Fisher and Yates.® 


Blood pressure, pulse rate and electrocardiographic 
tracings taken before, during and after the two activities 
were subject to many extrinsic physical and emotional 
factors and resulted in extremely variable data. For 
these reasons it was deemed not feasible to study these 
routinely, especially since a cardiodynamic study of 
patients while performing Valsalva maneuvers has been 
reported by McGuire and others.*° These workers 
found that during such straining there occurred decided 
changes in rate and rhythm of the heart, accompanied 
with sharp rises in intra-arterial and intrapleural pres- 
sures ; they concluded that cardiac arrhythmias, vascular 
hemorrhage or pulmonary embolism were the mechan- 
isms responsible for death of subjects while straining 
at stool. 

COMMENT 

While it is obvious to both the user and the observer 
that the use of the bedpan causes psychological trauma, 
irritation and often resentment, the results of this study 
indicate that it is an unphysiological procedure from 
the standpoint of energy cost. It would seem that the 
supported sitting or squatting position is the optimum 
posture for defecation. This is a truism which carries 
over from studies of primitive obstetric customs in 





9. Fisher, R. A., and Yates, F.: Statistical Tables for Biological; 
Agricultural and Medical Research, New York, Hafner Publishing Com- 
y, 1948, 
pare. McGuire, J., and others: Bed Pan Deaths, Am. Pract. 1:23, 1950. 
Contribution a I’Etude de la ranimation dans les états de mort apparente, 
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which the squatting position was the postural choice for 
parturition. The conventional use of the bed pan in bed 
precludes the assumption of the customary posture of 
choice in defecation and hence makes this method unde- 
sirable. The commode, on the other hand, allows 
for the assumption of a supported, familiar posture and, 
aside from the subjective feelings of the patient, imposes 
on him less physiological stress. 

It is recognized that a sudden severe straining or 
movement on either the bedpan or the commode can 
cause precipitous changes in blood pressure or decided 
rises in intrapleural and abdominal pressures which 
might induce serious cardiovascular accidents, but from 
both a postural and energy-conserving standpoint the 
strain necessary for defecation is lessened by the use 
of the commode or stool. Moreover, it is also recognized 
that for patients who are unconscious, disoriented, 
decidedly debilated or afflicted with severe physical dis- 
abilities, the use of the bedpan is a matter of practical 
necessity. 

In a small series of three patients the use of the bed- 
pan with the legs swung over the side of the bed and 
feet resting on a small stool resulted in less oxygen 
consumption than the use of the bedpan in the sitting 
position in bed. In this connection, the posture of the 
severely ill or debilitated patient for whom use of the 
commode is not feasible may be altered by use of pillows 
and adjustment of the bed to conform somewhat to the 
supported position, and in such instances this may be 
of decided benefit. 

From postural considerations it might be assumed 
that had the supine position been used with the bedpan, 
the difference in energy cost would have been even 


greater between subjects on the bedpan and those - 


on the bedside commode. 
SUMMARY AND CONCLUSIONS 

1. Oxygen consumption (in excess of resting) was 
determined by méans of a closed circuit respirometer 
in a group of 13 noncardiac and a group.of 15 com- 
pensated ambulant cardiac subjects while performing 
Valsalva maneuvers on the bedpan and on the bedside 
commode under standardized conditions. 

2. There was no significant difference for each of 
the respective activities in the noncardiac and cardiac 
groups, but energy expenditure in terms of oxygen 
consumption above resting levels was consistently 
higher on the bedpan than on the commode (50.7 per 
cent for the cardiac group and 48.4 per cent for the 
noncardiac ). 

3. The difference in mean excess oxygen consump- 
tion for the use of a bedpan and a commode in all sub- 
jects was objectively and statistically highly significant. 





Malignant Tumors of Bone.—Bone sarcoma has one main * 


difference from other malignant lesions in that it most often 
affects relatively young persons. Its highest point of incidence 
is among persons of 15 to 20 years of age, according to statis- 
tics compiled by Christensen. Plans for cancer detection, there- 
fore, must include this age group, if persons suffering from 
malignant tumors of bone are to benefit under any mass tumor 
detection program. Mayo Clinic statistics, recently compiled 
by Meyerding and Jackson, show that in 75 per cent of cases 
osteogenic sarcoma occurs about the knee. This localization 
to the lower end of the femur and the upper end of the tibia 
and fibula in three fourths of all cases of osteogenic sarcoma is 
extremely significant. It proves, in my opinion, that trauma, 
occurring as it does so frequently about the knee, is a definite 
inciting factor in the production of certain malignant bone 
tumors.—Mark B. Coventry, M.D., Differential Diagnosis of 
Malignant Bone Tumors, Annals of Surgery, November 1950. 
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Special Article 


MANUAL ARTIFICIAL RESPIRATION 


Comparison of Effectiveness of Various Methods on 
Apneic Normal Adults 


ARCHER S. GORDON, M.D. 
FRANK RAYMON, B.S. 
MAX SADOVE, M.D. 
and 
A. C. IVY, M.D. 
Chicago 

In the final analysis, the critical evaluation of manual 
methods of artificial respiration requires documented 
field tests, so that the practicality and adequacy of 
the various technics may be determined. However, the 
practical utilization of any manual resuscitation pro- 
cedure must stem from results obtained under ideal 
or controlled experimental conditions, because of the 
numerous uncontrolled factors incident to field testing. 

Anatomic considerations preclude the use of animals 
for this work. However, three types of human sub- 
jects can be utilized: (a) nonrigid corpses, immedi- 
ately after death and before the onset of postmortem 
rigor, (b) conscious, normal subjects, trained to “vol- 
untarily suspend respiration,” or hyperventilate to the 
point of apnea, and (c) normal subjects rendered apneic 
by curare (or a curare-like preparation) and/or anes- 
thetic agents. Patients rendered apneic by central 
nervous system pathology, such as anterior poliomye- 
litis, are inadequate, in our experience,’ for the unequiv- 
ocal evaluation of all manual maneuvers. 

In a previous study * we compared the effectiveness 
of the various manual methods for artificial respiration 
by first using warm corpses and then subjects trained 
to suspend their respiration voluntarily. In the present 
study we have again compared the effectiveness of 
these methods on subjects with voluntary suspension 
of respiration and the same subjects when they were 
made apneic by curare-anesthesia agents. 


METHODS 


Eleven normal, healthy, adult males, ranging in age 
from 22 to 31 years and weighing 130 to 205 pounds 
(59 to 93 Kg.) were used. The history and physical 
examination of each showed freedom from cardio- 
respiratory pathology, a normal electrocardiogram and 
an essentially normal chest roentgenogram. The normal 
resting tidal air was determined, and, after proper 
indoctrination, the pulmonary ventilation effected by 
nine manual methods of artificial respiration was mea- 
sured while the subject passively suspended respiration. 
All measurements were made on a standard basal meta- 
bolic rate spirometer (Sanborn waterless) via a rubber 
mouthpiece and with the usual nasal clip in place. 
Thereafter, each subject was premedicated with an 
adequate dose of atropine sulfate (0.60 or 1.20 mg.) 
either intravenously or intramuscularly, depending on 
the interval before anesthesia was begun. Then each 
subject was given a mixture containing 500 mg. of 
thiopental sodium and 6 cc. of standard d-tubocurarine 
chloride (a total of 120 units, or 18 mg. of the hydrated 

Assisted in part by grants from the American Natiowal Red Cross 
and the Council on Physical Medicine and Rehabilitation of the Ameri- 
can Medical Association. 

From the Departments of Clinical Science and Surgery (Anaesthesia), 


Uso of Illinois College of Medicine, Chica; cago. 
. Unpublished results of experiments at Municipal Contagious Dis- 
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2. A. ainer, D. C., and Ivy, A. C.: Artificiai Respiration: 
A New o Netiod and ret By “Study of Different Methods in Adults, 
J. A. M. A, this issue, p. 1455. 
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salt) in a total of 21 cc. of solution. Injection of the 
solution into one of the cubital veins required only 
30 to 60 seconds. This depressed respiration to apnea, 
or near-apnea, and artificial respiration was then started 
via the breathing bag of the anesthesia machine, with 
the use of a cyclopropane-oxygen mixture. If respira- 
tion was not assisted and cyclopropane added, one could 
detect the diaphragm weakly attempting to initiate 
respiration. When the subject was completely apneic, 
a cuffed endotracheal tube was inserted into the trachea, 
with laryngoscopic visualization. There was no “buck- 
ing” of the subject in response to passage of the tube. 
No complications with reflexes or intubation occurred. 
The cuff that surrounded the tube was inflated with air 
to make the system gas tight. 

The cyclopropane-oxygen mixture was again admin- 
istered until complete relaxation and total apnea were 
attained. When the subject was in this state, the slight- 
est pressure on the anesthesia bag created an exchange. 
The subjects were all examined for mechanical difficul- 
ties (such as endobronchial intubation). Each method 
of artificial respiration was then executed at a rate of 
12 times per minute for periods exceeding one-half 
minute each. Between each method the subject was 
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Fig. 1.—Sections of graphic results obtaine on one subject (R.P.) with 
the basal metabolic rate spirometer with various methods of manual 
artificial respiration. I, Schafer (prone pressure); I1, Emerson, (hip 
lift); III, Schafer-Emerson-lvy (hip lift-prone pressure); IV, Emerson 
(hip? roll); V, Schafer-Emerson-Ivy (hip roll-prone pressure) as accom- 
plished by five different operators (a, 6, c, d and e); VI, Silvester; VII, 


Drinker modification of Nielsen (arm iift- -prone pressure); VIII, Nielsen 
arm lift-scapular pressure), and IX, Eve (rocking). 


ventilated with the anesthetic mixture to insure com- 
plete apnea and freedom from any muscular activity. 
This state was reached ‘and maintained during the 
measurement of each maneuver. In no case was any 
muscular activity or spontaneous respiratory movement 
noted on either the graphs or the subjects during a test 
run. Pulmonary ventilation was again measured on a 
standard basal metabolic rate spirometer filled with 
oxygen ; the spirometer was calibrated by displacement 
of varying known amounts of air into the apparatus. 
This was adapted directly to the endotracheal tube. A 
flutter valve was interposed between the subject and the 
spirometer, providing separate inspiratory and expira- 
tory circuits, thus reducing the size of the dead air space. 
A soda lime cannister, provided in the spirometer, pre- 
vented accumulation of carbon dioxide. 

At the conclusion of the experiment the subjects were 
given nitrous oxide-oxygen mixtures (80:20) until 
muscular activity was such as to indicate that there 
would be an adequacy of exchange without the endo- 
tracheal tube. This state was usually reached in about 
35 minutes. In one case the tube was removed in 


approximately 40 minutes and the subject was unable 
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to maintain his airway. Ajter reintubation, nitrous 
oxide-oxygen mixtures were administered for an addi- 
tional half-hour. 

The only sequela noted was a sore throat of varying 
degree in several of the candidates. All walked out of 
the operating room within 2.5 hours after the initial 
curare-thiopental sodium injection. These comments 
regarding our fortuitous experiences in this work 
should not be misconstrued as statements of the sim- 
plicity and safety of the method. Our cognizance of 
the many hazards and possible complications was of 
inestimable value in the prevention of such eventualities, 
However, it must be emphasized that competence in 
anesthesiology and an accurately perfected experimental 
technic are prerequisites for such an undertaking. 


METHODS OF ARTIFICIAL RESPIRATION STUDIED 

The manual methods of resuscitation compared were 
those that are generally used or advocated today. Every 
method was applied to every subject during both the 
passive suspension phase and the curarization phase 
by the same operator (A. S. G.) except the Drinker 
modification of the Nielson method, which requires 
two operators. In this case, the assistant was always 
the same (F. R.). In this way, we hoped to obviate 
any variability that might have been introduced by 
using several persons, who may have performed the 
procedures in different manners. 

The Eve rocking method * of activation of the inert 
diaphragm was included because (a) it was easily 
adapted to our procedure here, (b) it was previously 
included in our study on nonrigid corpses * and (c) it 
is commonly suggested for lay use as a “manual” 
method. Strictly speaking, however, the Eve method, 
or any method that necessitates the use of equipment— 
either provided or improvised—must always be con- 
sidered a mechanical method. Nevertheless, the Eve 
tilt table was included in the study, despite the fact that 
it is not a manual method per se. 

The manual methods performed were (a) Schafer 
(prone pressure), * Emerson (hip lift),® Emerson (hip 
roll),* Silvester,® Nielsen (arm lift-scapular pressure),' 





3. Eve, F. C.: Activation of the Inert Diaphragm by a Gravity Method, 
Lancet 2: 995 (Nov. 5) 1932. Killick, E. M., and Eve, F. C.: Physiologic 
Investigation of Rocking Method, Lancet 2:740 (Sept. 30) "1933. Eve, 
F. C.: Artificial Respiration Explained, Baltimore, Williams & Wilkins 
Company, 1947. Killick, E. M.; Leeds, M. B.: Sowell, E. M., and 
Crowden, G. P.: Principles of Artificial Respiration in First Aid, Lancet 
2:897 (Oct. 21) 1939 

4. Schafer, E. A.: Artificial Respiration in Man, in the Harvey Lec 
tures, 1907-1908, Philadelphia, J. B. Lippincott Company, 1909, pp. 
223-243. Artificial Respiration, in American Red Cross First Aid e x 
Book, Philadelphia, The Blakiston Company, 1940, pp. 108-130. Burke : 
Cheating Death Through Resuscitation, Nat. Safety News 32: 20 Chay) 
1935. Schafer, E. A.: Artificial Respiration in Its Physiologic Aspect, 
a me 51: 801 (Sept. 5) 1908. 

5. Gordon, Fainer and Ivy.*. Emerson, J. H.: A Manual Method of 
Artificial Respiration by Lifting the Hips, Cambridge, Mass., the Author, 
1948 and 1949. Whittenberger, J. L., and Sarnoff, S. J: Physiologic 
Principles in the Treatment of Respiratory Failure, M. Clin. North 
America 34: 1335 a 1950. 

6. Silvester, H. R.: A New Method of Resuscitating Stillborn Children 
and of Restoring Persons Apparently Dead or Drowned, Brit. M. J. 2: 


576 (July 17) 1858. 

7. Nielsen, H.: Method of Resuscitation, Ugesk. f. Laeger 94: 1201 
(Dec, 15) 1932. Lindhard, J.: Artificial Respiration According to —- 
Method, Ugesk. f. Laeger 96: 67 (Jan. 18) 1934. Gentles, H. W.: 
New Method of Artificial Respiration, Nat. Safety News B32: 34 (Aug) 
1935. MacLachlin, : The Holger-Nielsen Method of Resuscitation, 
Nat. Safety News 32:52 (Sept.) 1935. 
Danish Ne: Cross, Holger Nielsen Committee, 
1947, 5-20. 

8. Priaher, C. K., and Shaw, L. A.: A Modification of the geo 
Method of Aatieiet Respiration, J. Indust. Hyg. & Toxicol. 17: 243 


Manual of Artificial Respiration, 
Hellerup, Otto Terrer, 


(Nov.) 1935. ing, B. G.: A Comparison of Pulmonary Ventilation in 
3 Methods of AS cial Respiration, J. Indust. Hyg. & Toxicol. 20: 576 
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Combined with the Schafer Method in Order to eo the Defects and 
Augment the Physiological Value, Bull. Acad. de méd. 113:632 (May 
14) 1935. Héderer, C.: A New Method of Artificial Respiration Com- 
bined with Schafer Method, Bull. Acad. de méd. 114: 178 (July 30) 1935. 
Héderer, C.: Method of Artificial Respiration, Arch. de méd. et pharm. 
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Drinker modification of Nielsen (arm lift-prone pres- 
sure) ,° Schafer-Emerson-Ivy (hip lift-prone pressure )° 
and Schafer-Emerson-Ivy (hip roll-prone pressure ).* 
These methods have all been described and illustrated 
in a previous communication (fig. 1 in Gordon, Fainer 
and Ivy *). 

RESULTS 

Mechanical and anesthesia difficulties encountered in 
perfecting the technic invalidated the results obtained 
on the first subject. Thereafter, perfect relaxation and 
total apnea were secured, as indicated, in the remaining 
10 subjects, and valid graphic tracings were shown by 
the method previously described (fig. 1). 

On the basis of pulmonary exchange secured, the 
various methods can be divided into major groups. 
Those utilizing a “push and pull” maneuver produce 
active inspiration and active expiration, and, in those 
utilizing a “push” or a “pull” maneuver alone, only one 
half of the cycle is active and the other half is passive.* 

The results obtained with passive suspension of 
respiration (table 1) and total apnea under curare- 
anesthesia (table 2) were completely corroboratory, 
although the former method achieved approximately 
1.5 times as much pulmonary ventilation as the latter 
method. Table 3 reveals that all the methods in the 
“push” or “pull” group gave values approximating the 
normal resting tidal air in all 10 subjects, whereas 
ihe “push and pull” methods were approximately twice 
as efficacious. The “push and pull” manual methods 
include the Nielsen (arm _ lift-scapular pressure), 
Drinker modification of Nielsen (arm lift-prone pres- 
sure), Silvester method, hip lift-prone pressure and 
hip roll-prone pressure methods and effect approxi- 
mately twice as much pulmonary ventilation as the prone 
pressure, hip lift or hip roll methods, which are “push”’ 
or “pull” manual methods. The Eve rocking method, 
a mechanical technic, yielded values intermediate 
between these two groups. 

Certain correlations were noted between the body 
types of the subjects and the amount of .pulmonary 
exchange elicited by the various methods of artificial 
respiration (fig. 2). Although in all apneic subjects 
the “push and pull” methods are superior to “push” or 
“pull” methods alone, the comparative values are not 
consistent in subjects of various body types. The values 
with the “push and pull” methods are disproportion- 
ately higher in tall persons than in those of medium 
or short stature. The Eve method maintains a relatively 
constant intermediate position, except that in the short 
stocky body type (only one case) it is as good as any 
manual method except the hip lift-prone pressure 
method. The results of hip lift-prone pressure method 
were consistently highest in all body types except in 
the tall, thin subject, in whom it was exceeded only by 
the Silvester method. 

COMMENT 

Previous evaluations of the efficacy of various manual 
methods for artificial respiration by other workers have 
been relatively inconclusive. This is because they 
(a) fail to consider all practical or generally advocated 
methods, (>) use only a few cases and/or (c) fail to 
evaluate pulmonary ventilation, per se, by providing 
controlled conditions, such as patency of the airway. 
However, in these studies for the first time the same 
group of investigators have appraised all the practical 
manual methods of resuscitation (as well as the Eve 


9. Gordon, Fainer and Ivy.2, Thompson, T. C.: A ig tg. . Artificial 
Respir: ation Especially Useful for Paralyzed Patients, J. A. 104: 
307 (Jan. 26) 1935. 
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rocking method) under ideal, controlled, experimental 
conditions, for all three types of human subjects. 
Pulmonary ventilation on (a) wat corpses, (b) nor- 
mal healthy trained adults with passive suspension of 
respiration and (c) the same adults rendered totally 
apneic with curare-anesthesia are completely corrobora- 
tory. All results confirm the observation that, regard- 
less of the type of subject, a “push and pull” maneuver 
is approximately twice as efficacious as a “push” or a 
“pull” method alone. The only difference noted is that 
the totally apneic subjects yield average values that are 
two times those of the warm corpses, whereas the 
results with passively suspended respiration are three 
times those obtained on the corpses (table 3). 
Observations on these three types of human subjects 
have been questioned by some, with respect to their 
applicability to victims requiring resuscitation. Doubts 
are raised because of (a) early postmortem changes 
and absence of muscle tone and reflexes in corpses, 
(b) absolute muscular atony in curarized subjects and 
(c) the action of protective reflexes, as well as the 
difficulty in sustaining a state of passive suspension 
of respiration in conscious normal subjects. However, 
these studies indicate that the comparative values with 
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Fig. 2.—Efficacy of the various methods of artificial respiration with 
respect to specific body types in series of 10 totally apneic, normal, male 
adults. 


any or all of these three types of subjects reveal the 
same effectiveness of pulmonary ventilation. It is 
essential that the corpses be used immediately after 
death, the curarized-anesthetized subjects be totally 
apneic and the passive normal subjects be trained adults. 

The absolute values in any type of subject are not as 
important as the comparative values with the various 
manual methods—as long as the method in question 
results in adequate pulmonary ventilation. The actual 
values for pulmonary ventilation attained in victims 
requiring resuscitation probably are to be found between 
our values for the corpses and those for the totally 
apneic normal subjects. Those subjects that are most 
resuscitable probably simulate our totally apneic sub- 
jects, whereas victims that are at the limits of resusci- 
tability are more apt to reSemble the corpses. The values 
for the “push and pull” methods in the apneic subjects 
may, at first, appear excessive. However, these are 
actually a form of forced inspiration and forced expira- 
tion and should be significantly greater than the normal 
resting tidal air. 

Despite the complete muscular atony ot the apneic 
subject, respiratory graphs reveal that, even in the 
passive inspiratory phase of Schafer prone pressure, the 
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thorax returns to its previous base level (fig. 1). This 
“restitution” recoil is primarily dependent on the struc- 
tural design of the thoracic cage and its attachments. 


On the other hand, it was noted in the corpses? that to breathe. 
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latory system, whereas the greater values in normal 
passive subjects reflect the inability to completely sup- 
press normal respiratory mechanisms and the desire 


Taste 1.—Results with Various Methods in Ten Normal, Healthy, Trained Adults with “Passive Suspension” of Respiration * 


Push and Pull 


jmiesieiiiniimae 
Schafer- 


Push or Pull Only Nielsen- 
Nomal—-——_-+#+——_ Nielsen Drinker 
Resting Schafer Emerson Emerson Eve (Arm Lift- (Arm Hip Roll- Hip Lift- 
Tidal (Prone (Hip (Hip (Rocking Scapular Lift-Prone Prone Prone 
Subjeet Air Pressure) Lift) Roll) Method) Pressure) Pressure) Pressure Pressure 
iiintiieaebiduptindaécccasessée 468 S44 736 872 901 1,466 1,344 915 1,208 
EE Shine acd&ssahvetsccdarcans 329 1,201 1,208 M44 1,273 1,330 1,473 1,687 2,264 
AER cienhaink adugeee taitanche sol 1,038 1,038 786 938 1,826 1,592 1,673 2,531 
Cdk dey c Bede dstdvegugecdaes 797 1,044 V7 748 951 1,134 1,287 1,988 1,678 
itis bdubgbaseade néauyidesve 626 633 1,394 691 515 1,405 1,208 1,554 1,802 
i ededé Sécb vind G0d6a0660c000 701 572 395, 477 963 686 765 939 982 
PR Mhaictphbendasdscegocescuce Khe 739 704 376 1,010 1,619 1,652 1,169 1,569 
PAE NS sc bduGdde dn ous seeovsks 429 849 585 376 715 1,316 1,562 980 861 
Diiivastebrikensebindestondes go 609 M44 736 1,273 1,597 1,241 1,720 1,592 
Ti idetithade, wasdnedsteestsee 731 1,208 1,150 1,580 1,294 1,559 1,550 2,009 
673.6 810.2 S83.9 705.6 1,106.9 1,367.3 1,368.3 1,417.5 1,649.6 


Beast cbesecdsccscnceveces 


* All methods performed by the same operator; all values expressed in eubie centimeters of air. 
t Body Types: TT, tall thin subjects; TM, tall muscular; M, 


medium height and build; MS, medium height but stocky, 


Body 

Silvester Typet 
1,351 SS 
1,239 M 
1,368 T™ 
2,135 TT 
1,766 MS 
1,27 M 
2,263 TT 
1,158 M 
1,398 TT 
1,344 MS 
1,529.5 


and SS, short stocky. 


Taste 2.—Results with Various Methods in Ten Normal, Healthy, Trained Adults in a State of Respiratory Arrest Induced 


with Curare and Anesthesia* 
Push and Pull 





* All methods performed by the same operator; all values expressed in eubie centimeters of air. 


Taste 3.—Comparison of Results 


of Various Methods in the Same Subject When 


Respiration and in Warm Nonrigid Corpses 


No.of — 


* With all methods, multiply by 12 to obtain minute volume. 
t All values for 10 normal, healthy, male adults; average resting tidal 





restitution almost returned the chest to its resting base 
level (fig. 1 in’ Gordon, Fainer and Ivy’). Fixed, 
emphysematous, senile or deformed chests might fail to 
respond in this normal manner. The smaller values 
attained with warm corpses are probably due to total 
absence of reflex activity and a nonfunctioning circu- 


Methods * Cases Average 
“Push or Pull” 
Schafer (prone pressure).... rm Suseweds e- 26 185 
Emerson (hip roll)... ; Laacieal 8 155 
Emerson (hip lift)...... . vou dtem . 26 270 
PEED. cccwdedbctiwcurondve desteedertoccescccscs ge Mcocesous 200 
Eve rocking method (approx. 530 degree are in each direction) 5 300 
“Push and Pull” 
th Ui cnd decd nin bndbebaneuagsesanedseceesessoeesscoases 26 520 
Nielsen (arm lift-seapular pressure)................ssccseeeeees 26 580 
Drinker modification of Nielsen (arm lift-prone pressure).... 26 575 
Sehafer-Emerson-Ivy (hip lift-prone pressure)................. 26 530 
Schafer-Emerson-Ivy (hip roll-prone pressure)................. 8 537 
PEED: cavncrtevacscandwcesndecadMvcncssccccccesccnccececes 48 


Warm, Nonrigid Corpses 


Totally Apneic Normal 


Tidal Air, Ce. 





Adults t 
ada — ignite " 

Range Average Range 
28- 471 500 342- 652 
71- 242 445 295- 621 
57- 605 635 445- 853 
ones secce 527 
100- 704 751 690- 880 
150-1,166 1,145 659-1,795 
180-1,250 1,107 807-1,709 
100-1,371 1,027 690-1,615 
100-1,313 1,199 814-1,667 
371- 799 1,053 671-1 ,564 

ee ee 


air of 10 subjects equal to 674 ec. 


Apneic and with Passive 


vsaninacaiililiaeseiaa wee 
Passive Suspension of 


eee ‘ 
Scha fer- 
Push or Pull Only Nielsen- 
Normal -— - ee Nielsen Drinker 
Resting Schafer Emerson Emerson Eve (Arm Lift- (Arm Hip Roll- Hip Lift- 
Tidal (Prone (Hip (Hip (Rocking Seapular Lift-Prone Prone Prone Bod: 
Subject Air Pressure) Lift) Roll) Method) Pressure) Pressure) Pressure Pressure Silvester Tym 
Pi ntcusttaedencens 468 330 587 421 880 876 797 842 1,032 659 SS 
M. K. 529 348 638 597 511 938 O42 1,034 1,076 876 M 
TM eto cenvtdsstvvebeteynces 801 649 787 400 690 1,397 1,308 1,283 1,615 1,563 TM 
MET Wrenancstcapaseeeusscse cece 797 652 853 535 737 1,352 1,377 1,317 1,667 1,795 TT 
Seb TN Ehs cas cuscsletoriwonines 626 580 731 397 720 1,159 1,018 1,001 1,191 911 MS 
Se Mk ceentteioanasctecnsecee 701 431 445 295 787 807 690 725 8l4 797 M 
is. Wid éateves tie 598 626 474 810 1,085 718 1,173 1,302 1,559 TT 
Ar peews 429 538 455 318 748 YOS 1,010 1,114 1,118 925 M 
Pe We anes end 990 48S 704 621 856 1,707 1,615 1 564 1,325 1,701 TT 
BeBe vcs ‘ Susae 781 342 528 393 773 807 800 671 856 669 MS 
Averave ...... 673.6 500.6 635.4 445.1 751.2 1,107.6 1,027.5 1,053.8 1,199.6 1,145.5 


Suspension of 


Respiration t¢ 


at ae . 
Average Range 
810 609-1,201 
705 376-1,150 
S84 395-1,394 
800 necadiens 
1,106 515-1,580 
1,529 1,158-2,263 
1,367 686-1,826 
1,368 765-1,652 
1,649 861-2,531 
1,417 915-1,988 
1,466 


Pask *® concurs in that “there seems little doubt that 
the conscious subject is quite unsatisfactory for this 
type of experiment, as true passivity of the respiratory 


10. Pask, E. A.: The Efficiency of Methods of Artificial Respiration, 


Medical 


Research Council, 


London, His Majesty's Stationery Office, 1946. 
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mechanism is unattainable.” He studied two intubated 
subjects anesthetized with a thiopental sodium-ether 
combination and rendered apneic by forced ether inhala- 
tion! In these subjects, he found that the Eve rocking 
method gave greater pulmonary ventilation than the 
Silvester, Schafer or hip lift methods. His values are 
comparable to those obtained in our study, with the 
exception of the Silvester Method. However, in refer- 
ring to specific body types, it is observed that the short 
stocky subject in our results gives comparable values 
to those in these two cases. 

The use of only two cases and the failure to use 
several of the “push and pull” methods make Pask’s 
results inconclusive in the evaluation of manual artificial 
respiration and the Eve method. This is especially true 
in view of our observation that certain body types may 
give more favorable results with certain methods 
(fig. 2). Pask infers from oxygen consumption results 
“that Eve’s rocking method may assist blood circula- 
tion.” However, we do not feel that oxygen consump- 
tion alone is a true measure of the circulatory effects 
of manual artificial respiration or the Eve method. 
In the determination of the effect of artificial respira- 
tion on circulation, any method that depends on oxygen 
saturation. must consider variable amounts of oxygen 
provided by the different methods. A purely physical 
method of measuring blood flow, or possibly the direct 
Fick principle, would be most desirable. However, 
measurements of blood flow were not included in our 
work because we were primarily concerned with pul- 
monary ventilation and could not justify the use of a 
more involved procedure in our subjects for this deter- 
mination. 

One of the major factors promoting the return of 
venous blood to the heart is the “sucking”’ action created 
by the negative intrathoracic pressure during inspira- 
tion. Therefore, any method creating such a condition 
should augment a failing circulation. All the “push and 
pull” technics accomplish this. The hip lift-prone pres- 
sure and hip roll-prone pressure should be additionally 
efficacious, since the body is in a head-down position 
during the inspiratory (sucking) phase and blood may 
tend to drain toward the heart. 

Even in this comparatively small series (10 cases), 
there is a tendency to correlation between specific body 
types and the efficacy of pulmonary ventilation with 
certain manual maneuvers (table 2 and fig. 2). 

The hip lift-prone pressure method was universally 
the most effective, except in the tall thin subject, in 
whom it was exceeded by the Silvester method (three 
cases). But the Silvester method was the poorest form 
of “push and pull” ventilation in the medium and short 
subjects. In fact, in the short stocky subject (one 
case) it was even exceeded by the Eve rocking method. 
However, this series is large enough only to permit 
inferences on this observation, and a much larger group 
would be necessary for statistically significant data. 
Figure 2 reveals the sharp delineation of the various 
methods into two groups—a “push and pull” and a 
“push” or “pull” alone, with the Eve rocking method 
intermediate. 

The hip roll-prone pressure method and the Nielsen 
method (arm lift-scapular pressure) were tried by five 
operators on one subject so that the variability that 
might result from more or less instruction and training 





11. Artificial Respiration: Manual and Mechanical Methods, Royal Naval 
Physiological Laboratory, London, His Majesty's Stationery Office, 1950. 
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(fig. 1) might be appraised. Although the differences 
were not particularly significant, because of the large 
volumes of air moved (hip roll-prone pressure, range 
1,083 to 1,283 cc.; Nielsen, range 1,007 to 1,397 cc.), 
it is of interest that the most experienced operator 
(A. S. G.) obtained the best results, with the other 
four following in the order of their experience with 
these manipulations. This, logically, emphasizes the 
value of adequate indoctrination and experience. We 
must stress, too, the need for proper performance of 
the hip roll technic. The knee, fist or hand of the 
operator must always be placed under the hip close to 
him. Then, when the distant hip is lifted, it is in effect, 
“rolled” onto the knee, fist or hand. This elevates 
most or all of the abdominal surface from the horizontal. 
Without this, inadequate ventilation will most surely 
result. 

The general observation was made that the ease of 
manipulation was much greater in the apneic subjects 
in this work, and the corpses in the previous work, 
than in the conscious passive volunteers. This con- 
sideration is of importance in the evaluation of fatigue 
resulting from the methods, since under practical con- 
ditions the subject will more closely resemble one of 
the former flaccid types. The hip lift-prone pressure 
method is most fatiguing. However, it can be executed 
at least during the crucial first few minutes of resuscita- 
tion, and when the operator becomes tired he is in the 
position to continue with the easier hip roll-prone 
pressure. If prolonged resuscitation is necessary by a 
single operator, he can still continue to use the Schafer 
prone pressure alone during short rest periods. 

The subjects were asked to evaluate the efficacy of 
the various methods subjectively during the passive 
suspension of respiration. The arm lift-scapular pres- 
sure and the hip lift-prone pressure were considered to 
create the subjective impression of the most pulmonary 
ventilation. Several persons volunteered the informa- 
tion that the arm lift-scapular pressure method caused 
moderate distress in their shoulders. One subject noted 
slight pain in his back with the hip lift and the hip roll. 
Further questioning revealed a previous back injury. 
The Silvester method was commented on favorably by 
some, but it must be remembered that these were 
conscious subjects, and the possibility of oropharyngeal 
occlusion of the airway by the tongue in the supine posi- 
tion was not present here. 

For the sake of completeness, both the eponymic and 
functional names of the various methods have been 
included in this discussion. However, it is strongly 
recommended that those methods lending themselves 
easily to functional names be referred to by such names 
rather than by the name of the originator or proponents. 
Almost a century of use has thoroughly entrenched the 
name of Silvester as applied to his method. However, 
all the other methods discussed herein have more appro- 
priate designations: prone pressure (Schafer), hip lift 
(Emerson), hip roll (Emerson), rocking (Eve), arm 
lift-scapular pressure (Nielsen), arm lift-prone pres- 
sure (Drinker modification of Nielsen), hip lift-prone 
pressure (Schafer-Emerson-Ivy) and hip roll-prone 
pressure (Schafer-Emerson-Ivy). 

Numerous mechanical devices are now available for 
the accomplishment of pulmonary ventilation, and most 
of these are superior to manual methods in situations 
requiring prolonged or special administration. But the 
first few minutes are crucial in resuscitation, and reli- 
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ance on any such devices, which are not usually immedi- 
ately available, can only lead to failures in attempts to 
restore respiration. A manual method, or mouth-to- 
mouth breathing, must always be used until an approved 
mechanical method is available. 


SUMMARY AND CONCLUSIONS 

1. Eight methods of manual artificial respiration and 
the Eve rocking method have been evaluated with 
respect to the amount of pulmonary ventilation obtained 
on a series of 11 totally apneic normal adults.. The 
results are compared with those obtained in the same 
group during passive suspension of respiration and also 
to those obtained in a previous study by the same opera- 
tors on nonrigid warm corpses. 

2. Results reveal that relative values of the various 
methods are completely corroboratory, except that the 
ventilation accomplished on the totally apneic subjects 
was approximately two times that on the warm corpses, 
whereas in the subjects with passive suspension of 
respiration the values were approximately three times 
those of the corpses. All methods utilizing a “push and 
pull,” thereby causing active inspiration and active 
expiration, were approximately two times as effective as 
the “push” or “pull” methods alone, which result in 
only one half of each cycle being active. 

3. It is noted that certain methods are better in 
specific body types. But, in the final analysis, the 
hip lift-prone pressure method is generally most eff- 
cacious. However, the hip roll-prone pressure method 
is much easier for sustained operation. The Nielsen 
(arm lift-scapular pressure) method produces com- 
parable amounts of ventilation but may predispose to 
injury of the shoulders (although this has not been 
previously reported). 

4. Any and all mechanical devices must always be 
considered as adjuncts to, and not substitutes for, 
manual methods, since the first few minutes are crucial 
for resuscitation and such devices are not usually 
immediately available. 


Radioactive Isotope Technics.—The nature of the radio- 
active isotope is such that it differs from its sister only in that 
it emits radiation and has a different atomic weight. Chemi- 
cally it is no different. But it immediately becomes possible 
to determine the rate of absorption of various elements, such 
as iron, sodium, copper and iodine, in extremely small quantities 
or tracer doses, and to differentiate in the tissue by extremely 
sensitive means, the element that had been administered to the 
animal during previous hours, from the amount of that element 
which was already present. Soon several technics for their use 
in such studies were developed. There is the so-called in vivo 
technic, in which a labeled or radioactive material or com- 
pound is located and measured in the living animal by means 
of counters placed over various parts of the body; second, 
sections of tissues are placed on sensitive x-ray films, and 
autoradiographs obtained of the site of deposition of the element 
in that tissue; third, the sample of tissue, urine or blood from 
a subject or animal is measured in the test tube or crucible 
under the counter at various intervals after the administration 
of the radioactive material. It was thus possible to get a 
dynamic picture of metabolism. In addition to the stable isotopic 
tracer technic, which was limited in its application to a few 
elements such as, hydrogen, carbon, oxygen or nitrogen, the 
tracer technic was now extended to all the elements in the 
periodic table and the sensitivity of the method was much 
greater than the sensitivity of the methods using heavy or 
stable isotopes—John Hundale Lawrence, Clinical Use of 
Radioactive Isotopes, Bulletin of the New York Academy of 
Medicine, October 1950. 
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Clinical Notes, Suggestions and 
New Instruments 


EPIDEMIC PAROTITIS COMPLICATED BY ACUTE 
SUPPURATIVE APPENDICITIS 


Report of a Case 


FRANCES ELIZABETH SCHAAR, M.D. 
Minneapolis 


A few cases of acute appendicitis following the onset of 
epidemic parotitis have been reported.1| The majority appear 
to be well established cases of mumps in which acute appendi- 
citis developed five to seven days after the onset‘of the initial 
disease. They are to be differentiated from the cases with 
postoperative parotitis.27 The question is periodically raised 
whether acute appendicitis developing in cases of epidemic 
parotitis has more than a coincidental relationship. 

Reports! of five cases of mumps complicated by acute 
appendicitis have been encountered. In the more recent reports 
reference to four similar cases,* the first of which is reputed to 
have been described by Simonin in 1903,3% has been made. 
Various writers have reviewed their cases of appendicitis 
following infectious disease.* 

This case is presented to emphasize a possible, if only a 
coincidental, complication of mumps. Today a patient with 
mumps is considered by some to have a systemic disease,’ and 
it is possible that the abdominal pain could initially be con- 
sidered as a probable involvement of the pancreas. 

This presentation is made, not to plead a causal relationship 
between mumps and acute appendicitis, but rather to stress the 
possible coincidence of the two conditions and to urge early 
diagnosis of the appendicitis. 


REPORT OF CASE 


C. S. T., a man aged 21, noted swelling of the right parotid 


gland on March 24, 1948. He was hospitalized on March 26. ' 


It was then noted that both parotid glands were tender and 
swollen. The history and physical examination were otherwise 
essentially noncontributory. On admission, his temperature was 
101.2 F. at 1:45 a. m., but it returned to normal by 7: 00 a. m. 
and remained normal for 48 hours. The admission laboratory 
tests showed a leukocyte count of 4,200, with 57 per cent 
neutrophils, 37 per cent lymphocytes, 2 per cent eosinophils and 
4 per cent monocytes. He had a temperature of 102 F. and 
a headache on the evening of March 28. The next day he 


Formerly from the Students’ Health Service, University of Minnesota; 
at present, research fellow in pediatrics, University of Minnesota. 

1. (a) Sandler, A. S., and Finne, B. A.: An Unusual Case of Epi- 
demic Mumps Complicated by Gangrenous ‘Appendicitis, Arch, Pediat. 
49: 175-177 (March) 1932. (6) Benassi, E.: Rara complicanza in un 
casé di parotite epidemica, Riforma med. 34: 796-797 (Aug. 22) 1927 
(c) Donnelly, J., and Oldham, W. B.: Mumps and Appendicitis, Brit. M. y. 

298-99 (Jan. 21) 1933. (d) Seelye, W. B.: Epidemic Parotitis Com- 
plicated by Acute Appendicitis, Northwest Med. 34: 44-45 (Feb.) 1935. 
(e) Sneierson, H.: Epidemic Parotitis (Mumps) and Acute Appendicitis, 
Am, J. Surg. 47: 135-138 (Jan.) 1940. 

2. Charlton, P. H.: Post-Operative Parotitis, Ann. Surg. 93: 837-843 
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3. (a) Simonin (1903), cited by Sandler and Finne'™; Donnelly and 
Oldham **; Seelye,“ and Sneierson.%® (6) Jaloquier (1909), cited by 
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(c) Rosenau and Dunlap (1916), cited by Sandler and Finne ™; Donnelly 
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W. E., and Gross, R. E.: Abdominal Surgery of Infancy and Childhood, 
Philadelphia, W. B. Saunders Company, 1940, p. 455. Babcock, W. W.., 
and others: Principles and Practice of Surgery, Philadelphia, Lea & 
Febiger, 1944, p. 1020. Bowers, W. F., and Shupe, L.: Acute Appendi- 
citis: A Sequela of Typhoid Inoculation, Mil. Surgeon 90: 413-418 
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complained of poor appetite and some abdomina! discomfort. 
His temperature rose to 103 F. at-7:00 p. m. The parotid 
swelling had subsided; the abdomen was soft, and there were 
no positive findings. The leukocyte count was 6,000, with 
49 per cent neutrophils, 42 per cent lymphocytes and 9 per 
cent monocytes. 

His temperature was 100.4 F. at 3:00 a. m. on March 30 
and was normal the rest of the day. He had a normal bowel 
movement. At 4:30 p. m. the abdominal pain returned. 
Examination revealed right lower quadrant tenderness, espe- 
cially marked at McBurney’s point, and tenderness on the right 
side by rectal examination. The leukocyte count was 16,700. 
A diagnosis of acute appendicitis was made, and an appendec- 
tomy was performed. 

The operative report stated that there was a small amount 
of slightly cloudy fluid in the vicinity of the appendix, which 
was pointing down toward the pelvis. The appendix was 
described as being edematous, swollen and covered with fibrino- 
purulent exudate. There appeared to be an obstruction in the 
proximal third, and the base of the appendix was not inflamed. 

The pathologist reported that the gross specimen consisted 
of an appendix 8.5 cm. in length and somewhat distended at 
the tip, with the distal third of the appendix measuring 1 cm. 
in diameter while the proximal half measured 0.5 cm. in 
diameter. The portions of appendix sectioned were the tip, 
middle and base. 

Microscopic study of sections showed the presence of pus in 
the lumen with ulceration of the mucous membrane in many 
areas. There was a diffuse infiltration of all coats of the 
appendical wall by large numbers of neutrophils. There was 
marked edema of the submucosa, muscularis and serosal coat. 
The pathologist concluded that the patient had acute diffuse 
suppurative appendicitis. 

The patient’s subsequent hospital course was uneventful, and 
he was discharged April 3. 

SUMMARY 

A case of acute appendicitis developing on the sixth day 
following the onset of epidemic parotitis is presented. Reference 
is made to nine similar cases previously reported. 


PERIARTERITIS OCCURRING DURING 
PROPYLTHIOURACIL THERAPY 


ROBERT V. McCORMICK, M.D. 
New York 


Reactions to propylthiouracil are uncommon ‘but still occur, 
as evidenced by the reports of several authors, including Bartels. 
Although periarteritis nodosa due to thiourea has been reported, 
the following case is the first to show that propylthiouracil may 
cause fatal generalized periarteritis. 


REPORT OF CASE 

rhe patient, M. W., was first seen in the Roosevelt Hospital 
outpatient clinic in 1940, at which time she weighed 114 pounds 
(51.7 Kg.), had a blood pressure of 160/90 and a pulse rate of 
100 with a regular sinus rhythm. When she was next seen, in 
March 1948, the blood pressure was 210/100, pulse rate 100, 
weight 106 pounds (48.1 Kg.), and an enlarged keart with a 
blowing systolic murmur at the apex was noted. Four months 
before entry the patient became hypersensitive and irritable after 
emotional trauma. One month before her entry to the Roose 
velt Hospital it was noted in the clinic that her thyroid gland 
was palpable, and the basal metabolism rate was + 53 per cent. 
The patient was given 50 mg. of propylthiouracil four times 
daily; her pulse rate was 110 and her weight was 104 pounds 
(47.2 Kg.). The patient continued this medication for 10 days 
and then reduced the dose herself to one-half the recommended 


Resident in Medicine, First Medical Service, Roosevelt Hospital 

1. Bartels, E. C.: Agranulocytosis During Prophylthiouracil Therapy, 
Am. J. Med, 5: 48-52 (July) 1948. 

2. Gibson, P. C., and Quinlan, J. T.: Periarteritis Nodosa in Thiourea 
Therapy, Lancet 2: 108-110 (July 28) 1945. 
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amount, because of gastric irritation. After an additional five 
days she stopped taking the drug altogether. ; 

On the patient’s return visit to the clinic fibrillation at a 
rate of 180 was noted.. Immediate admission to the hospital 
was advised, and soon after the patient had been placed in 
the ward she was found to have a blood pressure of 130/60; 
the pulse was grossly irregular and the rate 136. She was 
an emaciated, elderly woman who appeared chronically ill, and 
had a coarse tremor of the hands. The eyes appeared to pro- 
trude, but this had been characteristic of the patient for 20 
years prior to examination. The thyroid gland was barely 
palpable. The patient had a few rales of congestive failure at 
both lung bases. Examination of the heart revealed moderate 
enlargement, a blowing systolic murmur and auricular fibrilla- 
tion. The patient had no evidence of peripheral edema, and 
reflexes were normal; there were no Babinski reflexes. The 
laboratory data revealed the patient had 12 Gm. of hemoglobin 
and 4,400 white blood cells, with 76 per cent polymorphonuclear 
neutrophils and 22 per cent lymphocytes. The blood cholesterol 
was 172 mg. The serologic reactions of the blood to the Kline 
exclusion test and Mazzini test were negative. 

Bed rest was prescribed, and the patient was given digitalis 
and sedatives for the first few days in the hospital in an 
attempt at evaluation of the true degree of hyperthyroidism 
and cardiac failure. On the third hospital day the- basal 
metabolic rate was + 25 per cent. Because of this pronounced 
drop in the basal metabolic rate (three basal metabolic rates 
in the clinic at the time of onset of therapy were + 53, + 59 and 
+ 55 per cent) and because the history and signs and symptoms 
were not altogether typical of classic hyperthyroidism, no specific 
therapy was employed. Nine days later the basal metabolic 
rate was +12 per cent. This did not persist, and further 
basal metabolic tests revealed a level of + 31 per cent. It was 
felt that the patient’s age and condition made her a poor 
operative risk, so that continued medical therapy was indicated ; 
she was again given propylthiouracil. The temperature of the 


- patient was normal before the administration of propylthiouracil 


(50 mg. four times daily) but within the following 24 hours 
rose to 103.4 F. Diarrhea also developed, but no other abnormal 
signs were present. Approximately 36 hours after the admin- 
istration of the drug the patient became incontinent and unable 
to care for herself. She had difficulty forming words, became 
irrational, showed a left facial paresis with weakness and had a 
Babinski reflex on the left side. As it was felt at this time 
that the patient was suffering from a cerebral vascular accident, 
a spinal tap was done, which revealed normal pressure, crystal 
clear fluid, no white cells, a protein level of 16 mg. per 100 
ce., a colloidal gold reaction of 1111100000 and a negative 
Wassermann reaction. At that time the patient had a white 
blood cell count of 7,150, with 90 per cent polymorphonuclear 
neutrophils, 9 per cent lymphocytes and 1 per cent monocytes. 
On the fifth day of this episode it was noted that all the 
symptoms of fever, diarrhea and left hemiparesis had become 
apparent within 24 hours after the administration of the pro- 
pylthiouracil; therefore treatment with this drug was stopped. 
Within 24 hours the patient’s temperature was normal, the 
diarrhea had stopped, the Babinski reflex had disappeared, and 
she appeared greatly improved and became rational. 

It was felt that the patient was sensitive to this drug; she 
was therefore allowed to recuperate for one week, during which 
time she had no symptoms and had a normal temperature. A 
test dose of 50 mg, of the drug was then given. Within 12 
hours her temperature rose to 101.2 F., diarrhea developed and 
she had pronounced weakness and mental confusion. These 
symptoms disappeared after 24 hours had elapsed, and the 
patient continued asymptomatic until the time of discharge. 
Medication prescribed at this time consisted of sedatives and 
digitalis. Because she was a poor operative risk, her hyper- 
thyroidism was not severe enough to warrant operation, and 
because her severe reaction to propylthiouracil had contra- 
indicated that drug, it was hoped the patient's condition could 
be controlled with iodine on an outpatient basis. 

The patient was followed in the clinic for two months, during 
which time she was asymptomatic. She was then inadvertently 
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again given propylthiouracil, 50 mg. four times daily, six days 
before the second admission to the hospital. She had taken a 
total of 1,150 mg. of the drug before she was brought to the 
hospital in an unconscious condition, which had its onset two 
hours before admission. At this time the patient had a blood 
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Fig. 1.—Minimum and maximum temperatures during the administration 
of propylthiouracil. The therapeutic dose was 200 mg. every 24 hours. 
Phe test dose was 50 mg. The ordinate represents rectal temperature 
(Fahrenheit) and the abscissa indicates day of hospitalization. 


pressure of 165/82 with a pulse rate of 128, with regular sinus 
rhythm. The patient had evidence of a left cerebral vascular 
accident, left facial weakness and a left Babinski reflex, but 
a spinal tap revealed no abnormalities. Supportive therapy was 














Fig. 2.—Section of the liver (X 500) showing the wall of a small 
artery with cellular infiltration, hyalin necrosis and edema. 


given, but the patient remained in this condition without 
appreciable change and died six days after admission without 
having gained consciousness. 

Postmortem examination revealed that the brain weighed 
1,220 Gm. A recent thrombus occluded the lumen of the right 


PERIARTERITIS—McCORMICK Ls woe 


Dec. 23, 1950 


middle cerebral artery. The thrombus was about 3 cm. in 
length. Further gross examination of the brain revealed no 
abnormality. The heart weighed 285 Gm., and the mitral 
valve measured 8 cm. in circumference; several of the chorda 
tendineae were thick and retracted. The free edge of the 
anterior leaflet was greatly thickened and calcified, and bone 
formation in one area was noted. Multiple sections of the 
myocardium revealed no area of infarction. The thyroid gland 
weighed 20 Gm. and was formed of small nodules, which 
revealed cystic degeneration on sections. 

Dr. W. W. Brandes, pathologist of the Roosevelt Hospital, 
reported that microscopic examination of the organs revealed 
diffuse periarteritis. In the liver there was pronounced arteriolo- 
sclerosis, and the walls of the arterioles were swollen and 
edematous, with areas which were broken and granular in 
appearance. Hyalin necrosis of both arterioles and small 
capillaries, infiltration with lymphocytes, neutrophils and a few 

















Fig. 3.—Section of a small artery of the kidney (X 500) showing 
pronounced edema, necrosis and cellular infiltration. 


eosinophils, terminal passive hyperemia and fatty metamorphosis 
with areas of vacuolization of the liver cells were observed. 
There was pronounced nephrosclerosis, with changes similar 
to those noted in the arterioles of the liver, in the slides of 
the kidney. The thyroid sections revealed fetal adenomas with 
colloid involution and many areas of hyperplasia and involution. 
Sections of the brain revealed edema and pericapillary hemor- 
rhages; a few of the capillaries were distended with leukocytes. 
Similar vascular changes were noted in the pancreas. The 
heart showed a mild accumulation of lymphocytes, an occasional 
neutrophil and some eosinophils around some of the smaller 
vessels. The walls of some of these vessels were thickened, 
and the substance was granular, obliterating to some extent 
the normal architecture. There were no typical lesions of 
rheumatic involvement. 
SUMMARY 

A fatal case of a diffuse periarteritis due to propylthiouracil 
reaction, manifested by signs of a left hemiplegia, nausea, 
vomiting, fever, mental confusion and a normal white blood 
cell count, is reported. 
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Studies on the efficacy of the various methods of artificial 
respiration abound in the literature. However, a comparative 
study of a number of current methods by the same group of 
observers, using a significant number of nonrigid human corpses, 
is not available. 

CHOICE OF SUBJECTS 

Four types of subjects have been used for the study of the 
eficiency of various methods of artificial respiration: (a) 
human corpses prior to the occurrence of rigor mortis, (b) 
normal passive human subjects with “voluntarily suspended 
respirations,” (c) deeply anesthetized and/or curarized animals, 
(d) human subjects deeply anesthetized or curarized, or apneic 
for some other reason. There have been investigations in which 
one or more of these methods have been used.1 However, the 
results of different investigators and methods vary widely; 


the authors fail to consider all currently advocated manual and ° 


mechanical methods and usually report only a few cases. 
Laboratory animals were not used by us for this study 
because the anatomy of a dog or that of a monkey renders 
results obtained equivocal. Since we desired to perform rela- 
tively many tests, the risks, though remote, associated with 
the deep anesthetization and/or curarization of otherwise normal 
human volunteers deterred us from using this type of subject. 
We decided to use subjects who were instructed to “voluntarily 
suspend their respiration” in some tests but not in many, 
because, as is realized by many investigators in this field, the 
results so obtained are equivocal in that such a subject is not 
comparable to a person requiring artificial respiration.2 There- 
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fore, for most of our tests we used recently deceased, warm 
corpses, prior to the onset of rigor mortis. We believe, as 
suggested by Eve,® that such a subject is most comparable to a 
person requiring artificial respiration, except perhaps the deeply 
anesthetized apneic person. 


METHODS OF ARTIFICIAL RESPIRATION STUDIED 

Readers interested in the history of the development of 
artificial respiration from early ages to the present day can 
find many excellent references* (fig. 1). The methods are 
usually classified as manual or mechanical. The term mechanical 
indicates that somg sort of apparatus or device, even though 
only a board or stretcher, is used. Of the many manual 
methods proposed, only those in use today or believed to be 
efficacious were considered in this survey. 


Manual Methods.—Silvester Method 5 (1858): The patient is 
placed in the supine position with the arms at the sides and 
forearms and hands on the lower part of the thorax. The arms 
are raised and straightened and extended over the subject’s head 
to effect active inspiration and then returned to their original 
position, making pressure on the thorax to produce active 
expiration. The method has the disadvantage of frequent 
occlusion of the airway by the tongue’s falling backward into 
the pharynx. Ribs have been fractured by the exertion of too 
much pressure.® 

Schafer (Prone Pressure) Method? (1903): The patient is 
placed in the prone position with arms extended and face to one 
side. Pressure is exerted with the hands close together on 
the lower portion of the thorax. The pressure on the thorax 
causes active expiration, and inspiration occurs passively as the 
result of elastic recoil. The maneuver requires little muscular 
exertion by the operator. This is the most widely used method 
because of its simplicity. 

Nielsen Method * (1932): The patient is placed in the prone 
position with his hands under his forehead. Several slaps are 
administered between the shoulder blades to force the tongue 
out of the pharynx. The elbows are grasped and raised to 
cause active inspiration; they are then released, and pressure is 
exerted over both scapulas to produce active expiration. Undue 
pressure may fracture the ribs.® 

Schafer-Nielsen-Drinker (Modification of Nielsen) Meth 
(1935): The patient is placed in the Nielsen position. One 
operator performs the prone pressure procedure of the Schafer 
method while another operator alternately raises the elbows or 
arms. Drinker thus eliminates the pressure exerted over the 
scapular area in the Nielsen method, which he believes may 
cause fractures of the ribs. At the same time it retains the well 





Eve C.: Complacency in Resuscitation of the Drowned, Brit. 
M. i. ar $36 lay) 1943. 

4. Fisher, H. E.: Resuscitation, in Glasser, O.: Medical Physics, 
Chicago, The Year Book Publishers, Inc., 1944, vol. 1, p. 1241; 1950, 
vol. 2, p. 876. Flagg, P. J.: The Art of Resuscitation, New York, Rein- 
hold Publishing Corporation, 1944. Fisher, H. E.: The Evolution of 
Resuscitation, Indust. Med. 11:430 (Sept.) 1942. Resuscitation, open 
letter by Dr. Yandell Henderson, report of Council on Physical Therapy, 
J. A. M. A. 112:1946 (May 13) 1939. oe -— = anual of 
Lifesaving and Water Safety Instruction, Y. M. C. A. Aquatic Library, 
New York, Association Press, 1949, new series, L 6, p. 133. 

5. Silvester, H. R.: A New Method of Resuscitating Still-Born Chil- 
dren and of Restoring Persons Apparently Dead or Drowned, Brit. M. J. 
2: 576 (July 17) 1858. 

6. Schafer, E. A.: Artificial Respiration in Man, in Harvey Lectures, 
1907-1908, Philadelphia, 7 Lippincott Company, 1909, p. 223. 

7. Schafer.® Artificial Respiration, in American Red Cross First Aid 
Text Book, American National Red Cross, Philadelphia, The Blakiston 
Company, 1940, p. 108. Burke, T.: Cheating Death Through Resuscita- 
tion, Nat. Safety News 32: 20 (July) 1935. Schafer, E. A.: Artificial 
Respiration in Its Physiologic Aspect, J. A. M. A. 51: 801 (Sept. 5) 
1908. 


8. Nielsen, H.: A Method of Resuscitation, Ugesk. f. Laeger 94: 1201 
(Dec, 15) 1932. Lindhard, J.: Artificial Respiration According to _ 
Method, Ugesk. f. laeger 96: 67 (Jan. 18) 1934. 
New Method of Artificial Respiration, Nat. Safety News 32: 34 taue) 
1935. MacLachlan, W.: The Holger-Nielsen Method of Resuscitation, 
Nat. Safety News 32: 52 (Sept.) 1935. Manual of — Respiration, 
Danish Red Cross, Holger-Nielsen Committee, Hellerup, Otto Teller, 1947, 
p. 5. 
9. Drinker, C. 
Method of Artificial Respiration, 

10. King, B. G.: A Comparison of P n Three 
Methods of Artificial Respiration, a Hyg. & Toxicol. "20: 376 
(Nov.) 1938. Drinker, C. K., and Shaw A.: A Modification of the 
Nielsen Method of Artificial Respiration, ; i Todas. Hyg. 17: 243 (Nov.) 

3 


Gentles, 


K., and Shaw, L. A.: A Modification of the Nielsen 
J. Indust. Hyg. 17: 243 a 1935. 


Py) Ventilati 











ARTIFICIAL RESPIRATION—GORDON ET 


AL. 


5 A. M. A, 
lec. 23, 1950 





Inspiration 


Expiration 


Resp. Gra 


ph 





All respiration af 12/mingte 




















Supplemental air 4 








to—3 —inep. 
S$ 
° 


#000 cc — 500 


700 
500 
300 


100 








520 cc / Respiration 





185 cc /Respiration 














225 cc. /Respiration 





se! (932) Eve (1932) [Schafer (03) Silvester(Ie58)| Normal 


9 
i 











580 cc. /Respiration 








ER-NIEL- 
INK 


. 





57S ce. / Respiretion 





Emerson(i94qpchA 











270 ¢ ¢./Respiretion 











HAFER-EMER- 
SON-iVY (48) 














530 cc. /Respiretion 








1.—Inspiratory and expiratory phases of normal respiration, Eve rocking method and manual methods of artificial respiration with pneumo 


Fig. 
graphs produced by each. 








vic 
res 
ade 
of 

Lit 
an 
pir 


tio 
hip 
inc 
hip 
the 
res 
jur 


Th 
in 
ma: 
and 
of 


ex 
mid 
of 
via 
by 


We 


oe 


7 
dep 
app 
ade 
thir 
effe 
it t 
app! 
aspi 





ll 
comt 
augn 
14) 
ratoi 
man 
pour 
de n 

12 
ing 1 

13 


Trea 
(Sep 
14 
for | 
15 


16. 
2:3 








ade a ARTIFICIAL 
known features of the Schafer method. Drinker was the first 
in this country to suggest this modification, although he was 
preceded a few months by Héderer in France.14 

Emerson Method 12 (1948): Mr. John H. Emerson has pro- 
posed that the hips be lifted and lowered with the patient in 
the position of the prone pressure method. Raising the hips 
several inches causes active inspiration because of descent of 
the inert diaphragm and hyperextension of the spine (as verified 
by us fluoroscopically and radiographically). Lowering of the 
hips results in passive expiration. Mechanical devices are 
also available for executing this method.1* 

Schafer-Emerson-Ivy (Hip Lift-Prone Pressure) Method: 
With the patient prone, this method alternates the lifting and 
lowering of the hips (as in the Emerson method) with pressure 
exerted on the lower part of the thorax (as in the Schafer 
method). Early muscular exhaustion may be avoided by the use 
of a piece of cloth, a shirt or a belt, passed beneath the hips, so 
that the lifting may be conducted by one or two persons while 
another carries on the prone pressure maneuver. Thompson !4 
in 1935 reported the use of this hip lift-prone pressure method 
in an 18 year old victim of acute paralytic poliomyelitis. The 
victim was gasping, cyanotic and unconscious when artificial 
respiration was begun. The Schafer method failed to produce 
adequate ventilation, and the paralysis reduced elastic recoil 
of the chest so that it remained in relative expiration. Hip 
Life-Prone Pressure resuscitation was used for eight hours 
and kept the patient semiconscious and ventilated until a res- 
pirator was secured. The victim recovered. 

Hip Roll-Prone Pressure Method: Subsequent to the comple- 
tion of the major portion of this study, a modification of the 
hip-lifting technic was suggested. In order to reduce the fatigue 
incident to lifting the hips, it appeared that elevation of only one 
hip would produce active inspiration with less effort. In effect 
the victim is grasped at the distant hip and “rolled” onto the 
rescuer’s knee. This can be accomplished alone or in con- 
junction with Schafer prone pressure. 

Mechanical Methods—Eve (Rocking) Method!5 (1932): 
The patient is placed in the prone position and is rocked 
in a head-down and then feet-down position. Unlike the 
manual methods, the rocking method depends solely on the up 
and down motion of the diaphragm produced by the movements 
of the abdominal viscera during rocking. 

Automatic Intermittent Positive Pressure: . This method 
expands the chest by intermittently introducing air or a gas 
mixture under pressure (up to 20 cm. of water or 14.7 mm. 
of mercury in this work) into the upper respiratory passage 
via a face mask. A Burns valve ?* was used for this purpose 
by us, though there are other good positive pressure devices. 

Alternating Negative and Positive Pressure (Suck and Blow) : 
We used several devices that provided a positive pressure of 
+ 14 mm. of mercury and a negative pressure of approximately 
— 9mm. of mercury via a face mask. 


METHODS FOR RECORDING VOLUME OF PULMONARY 


* VENTILATION 

The efficacy of an acceptable method for artificial respiration 
depends first and foremost on the speed with which it may be 
applied to the patient after he is found; second, on the relative 
adequacy of the volume of pulmonary ventilation it produces; 
third, on whether it has a beneficial, indifferent or harmful 
effect on cardiac output and cerebral blood flow; fourth, whether 
it tends to open or close the airways; fifth, on its ease of 
application; sixth, whether it predisposes to regurgitation and 
aspiration of stomach contents, and seventh, on whether it is 
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harmiul to the lungs or exposes to dislocation of the shoulder 
or fracture of the ribs. In the major portion of this study, we 
were interested in the second factor, namely, the amount of 
pulmonary ventilation really obtained by the various methods. 

With the manual methods and the rocking method of Eve, 
the minute volume of air exchange was measured by having the 
corpse inspire and expire into a carefully balanced graphically 
recording calibrated spirometer. With the mechanical methods, 
a very sensitive and accurate flow meter was used to record 
the volume of air exchange. The volume recorded by the 
spirometer was cross checked through the flow meter. How- 
ever, the small inertia factor in the latter may have resulted 
in slight reduction of the mechanical values obtained. The dial 
of the flow meter was modified so that a kymographic record 
could be made of the amount of air exchanged with each 
respiratory movement. 

For the unequivocal comparison of the amount of pulmonary 
ventilation produced by the different methods, we kept the airway 
open by introducing and using a McGill endotracheal tube with 
an inflatable cuff. This yielded an air-tight fit, reliable results 
and an ideal airway. 

We also used during this study an ordinary anesthesia mask, 
which was attached to the recording devices. In some cases 
leakage occurred around the mask, and it was not easy to keep 
the chin in the mask during the various maneuvers; the results 
on the volume of respiration were therefore inaccurate. Subse- 
quently, we used a full face gas mask with an inner rubber flap 
to insure against leakage with positive pressure. This mask 
supported the chin, kept the mandible elevated and prevented the 
tongue from falling into the oropharynx. Under the practical 
conditions of resuscitation one is not concerned with a small 
amount of leakage, but we were anxious to prevent leakage 
because we were measuring the minute volume of pulmonary 
ventilation. 

To simulate natural, practical conditions as closely as pos- 
sible and to allow the mandible free movement, an additional 
method was used in which the nostrils were closed with a clip 
and the lips with a mouth piece. The mouth piece was devised 
with a central opening 1 inch (2.5 cm.) in diameter surrounded 
by a gingival and external flange which could be tightened on 
the lips, yiending an air-tight system when the central opening 
was attached to the spirometer or flow meter. 

GENERAL PROCEDURE 

A day and night call system was arranged with the hospital 
to provide prompt notice of a preterminal patient. All cases of 
known preterminal pulmonary pathology were excluded. ‘Other- 
wise the warm corpses represented a random sampling of the 
adult male and female deaths at the hospital. 

We decided to make all tests within one hour after cessation 
of the heart beat. However, it was found that in certain. corpses 
rigor mortis started to develop within an hour; the data on 
these cases were excluded. It was also found that in some 
corpses rigor mortis did not develop for much longer than an 
hour and hence could be used for study for a longer period. 
However; the data we report for comparison includes only data 
that were obtained within 90 minutes, mostly within 60 minutes, 
after death, and considerably before the onset of rigor mortis. 
Calls were answered for over 200 cases, but the data for only 
109 are submitted in this report. The others were eliminated 
for various reasons, such as too rapid onset of rigor mortis, 
tuberculosis, arthritis, deformities and occlusion of the tracheo- 
broncheal tree by dense mucus, detritus or tumors. 

It was not possible, of course, to rule out corpses with some 
pulmonary edema, passive congestion, bronchopneumonia and 
collections of mucous secretion. Such conditions in’ a corpse 
probably decreased the volume of pulmonary ventilation as com- 
pared with a corpse with complétely clear lungs, but each corpse 
was exposed to an entire group of manual or mechanical methods 
in a regular order and under the same conditions; hence the 
comparative~-Values are unequivocal. (Indeed, ‘the results 
obtained on corpses with mild degrees of lung pathology might 
be more applicable to drowned persons). Within a given series 
each manual or mechanical method of artificial respiration was 
used on each corpse. The various methods were kept in a definite - 
sequence and rotated according to a fixed schedule, so that each 
method was applied in turn after death an equal number of times. 
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RESULTS volume. The “push and pull” methods, such as the hip lift-prone 


Comparison of Manual Methods and the Rocking Method.— 
Airway with Endotracheal Intubation: Table 1 shows that the 
various manual methods and the rocking method of Eve may be 
divided into two groups. One group yields approximately twice 
as much ventilation as the other. 

The manual methods which are designed to assist actively both 
inspiration and expiration produce twice as much ventilation as 





Fig. 2.—Schafer-Emerson-Ivy hip lift-prone pressure method from opti- 
mum Schafer position. A, elevation of hips to cause active inspiration. 8, 
replacing hips after active inspiration and preparing to execute prone 
pressure. C, prone pressure over floating ribs to cause active expiration. 


those that do not. In other words, it is not enough to compress 
actively the chest to get air out; it is also necessary to expand 
actively the chest to get air in. The double activity may be 
referred to as “push and pull.” This point is shown clearly 
in the pneumograms (fig. 1) made of the respiratory cycle from 
the spirometer’ records. Lifting the hips, as in the Emerson 
method, causes an active inspiration and a passive expiration 
of approximately the same amount. In the Schafer prone 
pressure method the converse is true, since the active expiration 
is followed by a passive inspiration of approximately the same 


pressure method of Schafer, Emerson and Ivy, consist of the 
cyclic sequence of (a) active inspiration, (b) passive expiration, 
(c) active expiration and (d) passive inspiration, and approxi- 
mately twice as much ventilation occurs as with a maneuver 
which includes only half of the sequence. 

The values in table 1 may be compared with the values for 
tidal air and minute volume for the average, healthy, normal, 
living adult subject, which are 500 cc. and 6,000 cc. per minute 
at rest,!? respectively. The air exchange of 185 cc. obtained 
by the Schafer method is adequate for the minimal tidal air 
for resuscitation proposed by Swann,!* namely, 2.5 cc. per kilo- 
gram of body weight, or 175 cc. for a person weighing 70 Kg., 
but a much larger tidal air is preferable: 

Since the air exchange obtained with the Eve method depends 
on the excursion of the diaphragm which is dependent on the 
range of movement of the viscera produced by gravity, the air 


TaBLe 1.—Results Obtained with Manual Methods and the 
Rocking Method in Twenty-Six Warm Human 
Corpses (Endotracheal Airway) 

Single Respiratory Cycle 
_jildoatdaaneay 
Methods Minute 
Com- Volume, 
Average, Range, pared, Cc., Rate 
Ce. 


Proeedure Ce. %* 12/Min. 
Prone rocking (Eve) t............... 225 50-572 42 2,700 
Hip lift-prone pressure (Emerson){ 270 57-605 51 3,240 
Hip lift-prone pressure (Schafer)... 185 27-471 35 2,230 


Hip lift-prone pressure (Schafer- 








Emerson-Ivy) ............ ietihes 530 100-1,313 100 6,360 
Arm lift-seapular pressure (Nielsen) 580 180-1,250 109 6,960 
Arm lift-prone pressure (Schafer- 

Wieisem-Drimker) ....ccccccccccccccs 575 100-1,371 108 6,900 
Supine-arm lift-chest pressure 

DN dctitinkdéscedeteedéseccove 520 150-1,166 Ys 6,240 





* The hip lift-prone pressure method is equated as 100 per cent. 

t Rocked through an are of 40 degrees 12 times per minute; at #0 
degrees the figure is 300 ce., or a minute volume of 3,600 ec. Thus for 
the Eve method to produce an exchange equal to that of the “push and 
pull” methods it would theoretically have to be conducted at a rate of 
20 per minute; but as the rate is increased appreciably above 12 per 
minute the air exchange for a single cycle decreases. 

t Hips elevated 3 to 4 inches 12 times per minute. 


Taste 2.—Hip Lift and Roll Technics; Comparative Results 
on Eight Warm Corpses (Endotracheal Airway) 


Single Respiratory Cycle 


/ ee 
Methods Minute 
Com- Volume, 
Average, Range, pared, Cc., Rate 
Ce. %* 


Procedure Ce 12/Min. 
Tit. cintsbecuchpscetesasns 330 171-428 47 3,960 
DCC hitiehédentstcegagede ses ones 155 71-242 22 1,860 
Hip lift-prone pressure............... 704 476-1,042 100 8,448 
Hip roll-prone pressure.............. 537 371-799 76 6,444 
Prone pressure ...... ‘ : ‘ 300 71-528 43 3,600 


* The hip lift-prone pressure method is equated as 100 per cent. 
+ Hips elevated 3 to 4 inches, 12 times per minute. 


exchange during one respiratory cycle will depend on the arc 
through which the patient is rocked.1® Five warm corpses were 
used to check this supposition, since it has been proposed by 
some that rocking should be first through an arc of 50 degrees, 
then 40 degrees and, finally, maintained at an arc of 30 degrees. 
Rocking at a rate of 12 times per minute, we obtained the fol- 
lowing minute volumes of air exchange: at an arc of 30 degrees, 
115 cc., or a minute volume of 1,380 cc.; at 40 degrees, 210 cc., 
or a minute volume of 2,520 cc., and at 50 degrees, 300 cc., or 
a minute volume of 3,600 cc. We confirmed the observations of 
Pask 2> and Gibbens ™ also, in that we found that the “jerk,” 
instead of a smooth change, at the end of each “swing” increased 
the ventilation slightly as might be expected. 


17. Best, C. H., and Taylor, W. B.: Physiological Basis of Medical 
Practice: A Text in Applied Physiology, ed. 5, Baltimore, Williams & 
Wilkins Company, 1950, p. 361. 

18. Swann, H. G.: Studies in Resuscitation, Mem. Rep. Aero. M. Lab., 
MCREX D—696—79G, April 28, 1949, p. 27. 

19. Cowan, S. L.: Artificial Respiration with Special Reference to the 
Rocking Stretcher Method, and Trials with a “Riley Rocking Stretcher,” 
Medical Research Council, Royal Naval Personnel Research Committee, 
London, His Majesty’s Stationery Office, 1949. 
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In studying the Eve method with respect to the rate of 
rocking on the volume of each cycle and on the minute volume 
of air exchange, we found that rocking at a rate of eight times 
per minute increased the volume of each cycle but not the minute 
volume as compared with 12 times per minute. When the rate 
was increased to 18 times per minute, the volume of each cycle 
was decreased so that the minute volume remained the same 
or was only slightly increased. At 30 times per minute the volume 
of each cycle was decidedly reduced and the diaphragm tended 
to remain in a state of sustained inspiration. However, to 
graph or mathematically express the relation between the rate 
of rocking plus the size of the arc on the volume of air 
exchange per cycle and per minute would require more study 
than we thought the problem warranted. The optimum is 
approximately 12 to 15 per minute through an arc of 50 degrees. 

The rocking method of Eve was also studied with the same 
warm corpse in both the prone and supine positions.1® Nine 
were used, and the exchange in the prone averaged 225 
This was done, of course, with 


cases 
ec. and in the supine 200 cc. 


TABLE 3.—Results with Various Manual Methods and the 
Rocking Method in Eight Warm Human Corpses 
(Full Face Mask, Mandible Fixed) 


Single Respiratory Cycle 





— A. 
Methods Minute 

Com- Volume, 

Average, Range, pared, Ce., Rate 

Procedure Ce. Ce. %* 12/Min. 
ee SUG F eve ccctvececcess canes 216 76-352 41 2,502 
MEEUINEE © asqcenccosenasonenecece as sos, ae 138-500 51 3,180 
OS CS Ree re a 164 28-557 31 1,968 
Hip lift-prome pressure.............. 520 205-1,199 100 6,240 
Arm lift-prone pressure H9 228-1,000 105 6,588 
Supine-arm lift-chest pressure....... 514 342-885 99 6,168 


* The hip lift-prone pressure method is equated as 100 per cent. 
t Rocked through are of 40 degrees 12 times per minute. 
t Hips elevated 3 to 4 inches 12 times per minute 


TaBLe 4.—Results with Various Manual Methods and the 
Rocking Method in Eight Warm Human Corpses 
(Nostrils Closed, Mouth Piece, Freely Movable 
Tongue and Mandible) 


Single Respiratory Cycle 
——______~+—_—_—_——_——, Minute 
Methods Volume, 





Com- Ce., Fail- 

Average, Range, pared, Rate ures, 
Procedure Ce.* Ce. % + 12/Min. % 
OS SRE DS . wccvccansenienion 183 57-261 37 2,196 0 
CDT Winsedhdecedwissenaseens 221 52-385 44° 2,652 25 
Sy MINI snina sno cinindnuitiins 247 157-414 50" 2,964 25 
Hip lift-prone pressure......... ig2 85-971 100 5,904 0 
Arm lift-prone pressure......... 572 116 6,864 0 
Supine- arm lift-chest pressure.. 498 101* 5,976 50 


* Average and range do not include the failures to obtain air exchange. 
t Hip lift-prone pressure method equated as 100 per cent. 
t Rocked through an are of 40 degrees 12 times per minute. 
§ Hips elevated 3 to 4 inehes 12 times per minute 


the endotracheal airway and would not hold for the supine posi- 
tion if another airway were used, because of occlusion with the 
tongue or secretions. 

With the Emerson method, the effect of raising the hips to 
varying degrees was studied. It was thought that a small 
elevation might cause only a negligible inspiration, whereas 
excessive elevation, aside from being exhausting, might cause 
the abdominal viscera to slide cephalad and cause active expira- 
tion by pressure on the diaphragm as in the rocking method. 
Neither of these suppositions was verified by the results. 

In eight corpses it was found that elevation of the hips of 2 
inches (5 cm.) yielded an average inspiration of 217 cc., and of 
6 inches (15 cm.), 320 cc.; when the hips were raised to make 
a 45 degree angle between the body and the horizontal, the 
inspiration amounted to 400 cc.; at 80 degrees the figure was 
470 cc. 

In a subsequent series on eight warm corpses in which the 
Emerson hip lift was compared with the hip roll method, the 
former produced twice as great a tidal volume as the latter 
(table 2). However, combination of the roll with the Schafer 
prone pressure method yielded 76 per cent of the ventilation 
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accomplished by the hip lift combined with the Schafer and 
almost twice as much as the Schafer method alone. 

Natural Airway with Full Face Mask: The full face mask 
was used on eight corpses, with results shown in table 3. The 
results closely conform to those obtained with an endotracheal 
airway (see table 1). In one of the eight corpses, only three 
of the six methods tried produced any air exchange, namely, 
the hip lift, the hip lift-prone pressure and the rocking methods. 





“push and pull,” from the 


method, 
A, elevation of hips to cause active inspiration. B, 
pressure on 


3.—The Schafer-Emerson-lvy 
an ing position. 
replacing hips and preparing to execute prone pressure. C, 
floating ribs to cause active expiration. 


No explanation could be found for the failure of the other 
methods in this case. 

Airway Made with a Mouth Piece: The mouth piece was 
used with the nostrils closed by a clip to provide an air-tight 
airway and at the same time to permit the tongue and mandible 
to remain free, in order that we might obtain some information 
regarding how frequently they would interfere with air 


exchange. 
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This was studied in eight corpses. Air exchange was obtained 
in only half the cases with the Silvester (supine) method but 
in three fourths of the cases with the hip lift and prone pfes- 
sure methods. The hip lift-prone pressure method and the 
arm lift-prone pressure method obtained air exchange in every 
case. The data on the air exchange in those cases in which 





Fig. 4.—Use of a belt to assist in the hip-lifting technic of Emerson. 


it was obtained are shown in table 4. The superiority of the 
two prone “push and pull” methods is evident. 

The results of this phase of our work certainly emphasize 
the importance of the maintenance of an open airway. Even in 
our presumably skilled hands the prone pressure method failed 
to produce any measurable air exchange in one fourth of the 
cases, apparently because of a failure of adequate elastic 
recoil of the chest. 

Natural Airway with an Anesthesia Mask: This is the 
type of mask that is generally used for giving artificial respira- 
tion by mechanical methods. The mask will leak unless held 
firmly on the face. The natural airway will become obstructed 
readily unless the mandible is held firmly forward and against 
the maxilla and the face to one side. Although it gives less 
accurate results, because of possible leakage of air, this method 
also proves the superiority of the hip lift-prone pressure method 
(table 5). 





Fig. 5.—Use of victim's trousers to elevate hips as part of the Schxfer 
Emerson-Ivy method of artificial respiration 


MECHANICAL METHODS 

The use of the alternating negative and positive pressure 

(“suck and blow”) and the automatic intermittent positive pres- 

sure resuscitators was rather simple. The mask was placed on 

the face with the mandible and face held in the appropriate posi- 

tion, and then the flows were recorded under various pressures 
(fig. 7). 


The automatic intermittent positive pressure device (Burns’ 
valve) was used on eight warm human corpses with the follow- 
ing averaged results: At pressures of 6, 9 and 12 mm. of mer- 
cury rates of 59, 37 and 30 cycles per minute, respectively, were 
obtained with an air exchange of 16, 51 and 107 cc., respectively, 
per cycle. When the Burns valve was operated at a pressure 
of 14.7 mm. of mercury, it performed at an average of 25 cycles 
per minute with an average air exchange of 185 cc. per cycle, 
the minute volume of ventilation being 4,625 cc. 

Use of the alternating positive (+14 mm. of mercury) 
and negative (—9 mm. of mercury) pressure resuscitator 
on these eight corpses resulted in an average rate of 2] 
cycles per minute with an average air exchange of 216 cc. per 
cycle, the minute volume of ventilation being 4,536 cc. Thus, 
operating at the same pressures, the two devices yielded approxi- 
mately the same results. 


TasLe 5.—Results with Various Manual Methods and the 
Rocking Method in Thirteen Warm Corpses 
(Ordinary Anesthesia Face Mask) 

Single Respiratory Cycle 
a= — a —— 
Methods Minute 


Com- Volume, 
Average, Range, pared, Ce., 
, Ce. % * 





Procedure ce x 
Prone rocking + .... on 82 50-160 32 
0? 91 15-147 35 
ED ciccadcctidecsccess ; 156 10-373 60 
Hip lift-prone pressure..... ? 258 15-627 100 
Arm lift-prone pressure........ Os 10-233 38 


Supine-arm lift-chest pressure. 213 0-724 82 
* The hip lift-prone pressure method is equated as 100 per cent 
t Rocked through are of 40 degrees 12 times per minute. 
t Hips elevated 3 to 4 inches 12 times per minute. 


Tas_e 6.—Resulis with “Suck and Blow” Resuscitator and 
Burns’ Valve in Eight Warm Corpses 


Single Respiratory Cycle Minute Volume 





= A a AE en 
Methods Methods 
Aver- Com- Cycles Aver- Com- 
age, Range, pared, per age, Range, pared, 
Pressures* Ce. Ce. %t Minute Ce Ce. %t 
Burns’ Valve 
6 16 3 a9 O44 578-1,779 16 
9 jl 10 37 786-2,983 31 
12 107 56-156 21 30 of 
14.7 185 139-250 37 25 77 
Resuscitator 
+144-—9 216 113-297 43 21 4,536 2,721-7,137 76 


* Millimeters of mereury measured at the apparatus. 
t Normal average values equated at 100 per cent: tidal air = 500 ec.; 
minute volume — 6,000 ce 


Table 6 shows the average and ranges of the results. An 
inadeqate ventilation or obstructed airway was not observed with 
mechanical respiration in eight cases in this work or in 16 other 
cases studied several years ago by Schwerma and Ivy.*° 

Results on Subjects with Voluntary Suspended Respiration— 
This method was employed because so many investigators have 
used it and we desired to compare the results we obtained in 
corpses with those we might obtain by this method. The nine 
volunteers for this phase of our study were medical or graduate 
students. They were given instruction in the performance of the 
various manual methods of artificial respiration and in suspend- 
ing respiration after a short period of hyperventilation. Train- 
ing is required to “learn not to breathe.” 15 Each method was 
then performed on the volunteer until he showed a regular pat- 
tern in the pneumogram from the spirometer, a basal metabolism 
test mouth piece and nasal clip being used. The volunteers had 
no knowledge of the results we had obtained on corpses by the 
various methods. In fact, we ourselves had not summarized our 
results when the volunters were studied. 

The results are shown in table 7. Comparison of results shows 
that they are essentially in agreement, except that the volume 
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of air exchange is four times greater in the volunteers than in 
warm corpses (table 1). he “push and pull” methods in these 
volunteers yielded about twice as much air exchange as either 
a “push” or “pull’ method alone. In a similar survey on pas- 
sive volunteers Thompson !+ obtained two to three times as much 
ventilation with the hip lift-prone pressure method as with the 
Schafer method. 

Either the volunteers unconsciously aided the artificial 
maneuvers or there is less resistance in the conscious person to 
respiratory exchange. Numerous invalidating criticisms may be 
raised against this sort of experiment. Even though the results 
agree in general with those on the warm corpses, we are inclined 
to place much more weight on the results from the corpses and 
to consider them applicable in resuscitation of near-dead asphytic 
subjects. 

Silvester ° and Bruns 1 successiully used warm corpses before 
the onset of rigor mortis, within two hours after death, but 
Schafer,® Bolton?! and Drinker 22 were unsuccessful in their 
attempts. The lack of success is easily understood by us and 
will be experienced by others unless they have their apparatus 
set up in the hospital and stand by day and night for a ‘call from 
the attending nurses. 


TaBLe 7.—Kesults on Nine Normal Subjects with Suspended 
Respiration After Hyperventilation by Various Manual 
Vethods and the Rocking Method 

Single Respiratory Cycle 
Methods Minute 


Com- Volume, 
Average, Range, pared, Ce., Rate 
‘e Ce. % * 








Procedure Ce t 12/ Min. 

Tidal air ........ asec etsnsesnsanens 700 428-1,190 os 8,400 
URINE Saccccandybiceacey ‘ 900 499-1,314 

ORES onc isccccccncocces --. 2,700 2,142-3,885 ee coees 
WON GRIN anise cedines cinscececce 3,600 2,756-4,485 ee wosue 
De GG © cha dccescoueddesiias 950 314-1,428 45 11,400 
BP TICS ic cescpcpicediésescnedicdese 1,230 685-1,885 60 14,760 
PYOMS PECSGUTS oo ccccccccsccccsscccces 1,000 485-1,652 48 12,000 
Hip lift-prone pressure............... 2,070 1,414-2,671 100 24,840 
Arm lift-seapular pressure.......... 1,990 1,214-2 96 23,880 
Arm lift-prone pressure....... nsaken ae 1,085-2,866 96 23,940 
Supine-arm lift-chest pressure....... 1,800 1,071-2,799 87 21,600 


* The hip lift-prone pressure method is equated as 100 per cent 
t Rocked through an are of 40 degrees 12 times per minute. 
t Hips elevated 3 to 4 inches 12 times per minute. 


Pask 2» reports a single case in which the intubated subject 
was anesthetized with thiopental sodium and ether and rendered 
apneic by forced ether inhalation. He found similar values for 
pulmonary ventilation (range 331 to 394 cc.) with the Schafer, 
Silvester and Eve methods when the subjects were rocked 30 
degrees in each direction in the prone position or 45 degrees in 
the supine. When they were rocked 45 degrees in each direction 
in the prone position the values were higher (559 to 580 cc.). 
On a single anesthetized and curarized subject, Pask again 
found the Eve method superior and suggested that the rocking 
method may assist blood circulation (as inferred from oxygen 
consumption). 


EASE OF PERFORMANCE OF MANUAL METHODS 

The nine volunteers were asked, after they had received con- 
siderable instruction on the performance of the various methods, 
to assess the relative ease of performing them for a period of 
time that might be required in resuscitation. According to their 
assessment the methods fell into three groups. 

Group 1 included thuse methods requiring litde effort. The 
Schafer and Eve methods are in this group. Group 2 included 
the methods which are moderately exhausting but could be 
continued for a physiologically reasonable period by almost every 
operator under emergency conditions. The Silvester, the 
Schafer-Nielsen-Drinker and the Nielsen methods are in this 
group. Group 3 included the methods which are exhausting and 
could not be performed over a prolonged period, but could be 
prolonged over a physiologically reasonable period by almost 
every operator under emergency conditions. The Emerson and 





21. Bolton in Schafer.® 
2. Drinker, C. K.: Personal Communication to the authors. 
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the Schafer-Emerson-Ivy methods belong here because the oper- 
ator must lift the body at the hips. After indoctrination in per- 
forming the hip lift-prone pressure method from a kneeling 
position, the majority preferred this to the sole maneuver of lift- 
ing the hips. However, in the subsequent series, in which the 





Fig. 6.—The hip roll modification of the hip lift method. 


hip roll-prone pressure method (fig. 6) was evaluated for efficacy 
of ventilation and ease of performance, it provided three- 
quarters the air exchange of the hip lift-prone pressure method 
and was notably easier of performance. It would readily be 
classified in upper group 2—almost in group 1. 


COMMENT 

Our results reaffirm the fact that no one method of artificial 
respiration can be offered as completely satisfactory. We have 
therefore listed in table 8 the advantages and disadvantages of 
the rocking method of Eve and each of the manual methods 
included in our study. However, there can be no doubt regard- 
ing the observation that those manual methods which utilize 

































































INTERMITTENT POSITIVE PRESSURE (Burns valve) Resuscitotor 
25/min 21/min 
e 
30/min 
|: 
37/min ; 
59/min 
Wee. Si ces ; 
worTee { 1eSce.4 26 ces 
ii “<a ~ | Minute ‘Volume 
944 cc 87cc 3210¢¢ 4625 cc 4536 cc. 
4/4 mm. 
6 mm 9mm. Hg. 12 mm. Wg. 14.7 mm. Mg. -9mm. Hg 
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Fig. 7.—Graphic representation of respiratory patterns obtained with 
various settings of intermittent positive pressure (Burns’ valve) and 
“suck and blow” resuscitator devices. 


both a “push and pull” maneuver are superior, As regards 
the amount of the air exchange obtained, there is not enough 
evidence available in our work or in the literature to warrant 
a conclusion that any one of the “push and pull” methods is 
superior to the other. It is noteworthy that each of the “push 
and pull” manual methods, as well as both mechanical methods 
used, produced a minute volume of 5,000 to 6,000 cc. This is 








1462 ARTIFICIAL RESPIRATION—GORDON ET AL. ete 


an optimum amount; more would result in the disadvantages 
of hyperventilation. 

Except for the armamentarium of the anesthetist and of 
the fire or police emergency crew, all mechanical devices must 
always be considered as adjuncts to and not substitutes for 
manual methods. This is especially true in view of the effective- 
ness of the “push and pull” manual methods; in other words, 
the mechanical resuscitators employed in this study (when 
operated at mask pressures of + 14 mm. of mercury positive 
pressure and —9 mm. of mercury negative pressure or at an 
intermittent positive pressure of + 14 mm. of mercury) are not 
more effective than a properly performed “push and pull” 
manual method. The properly employed mechanical resuscitator 


Tasie 8.—Advantages and Disadvantages of Manual Methods 
and Eve (Rocking) Method 


Advantages Disadvantages 
SILVESTER 
1. Started immediately. 1. Patient supine; airway can 
2. Requires only one rescuer. become obstructed. 
3. Requires no apparatus. 2. Fracture of ribs and rupture of 
4. Provides good pulmonary the liver reported. 
exchange. 3. Moderately exhausting. 
4. Probably requires specially 
trained personnel. 
SCHAFER 
1. Almost universally known and 1. Tidal volume not large. 
taught. 2. Fractures of ribs reported. 
2. Simple to learn. 3. Active expiration with only 
3. Performed by anyone (includ- passive inspiration. 
ing women and children). 
4. Performed for indefinite periods 
of time. 
5. Excellent results reported. 
6. Requires no equipment. 
7. Instituted immediately. 
8. Uses prone position. 
9. Requires but one rescuer. 
EVE 
1. Simple to learn. 1. Requires proper apparatus. 
2. Performed by anyone. 2. Time lost setting up apparatus 
3. Performed for indefinite time. if alone. 
4. Accessory treatment can be 3. Tidal volume not large. 
earried on simultaneously. 4. Stomach contents may be 
5. No fractures of bones, or ribs. poured up into pharynx and 
6. Uses prone position. subsequently aspirated. 
7. Requires one reseuer to rock 
(but at least two to three 
to set up without neglecting 
patient.) 
NIELSEN 
1. Requires one rescuer only. 1. Not well known. 
2. Started immediately. 2. Moderately fatiguing. 
3. No appliances required. 3. May cause shoulder injuries or 
4. Prone position used. fracture of ribs 
5. Provides excellent exchange. 
SCHAFER-NIELSEN-DRINEER 
1. Similar to established Schafer 1, Requires two operators to com- 
method. plete operation. 
2. Can supplement Schafer 2. May cause shoulder injuries. 
method. 3. Moderately fatiguing. 
3. Uses prone position. 
4. Provides excellent exchange. 


. Performed immediately. 
. No apparatus required. 


SCHAFER-EMERSON-IVY 
1. Difficulty in lifting hips for 


1. Easy to learn. 
long periods of time. 


2. Same position as Schafer. 
3. Can be used to supplement 
Schafer. ‘ 
4. Excellent pulmonary ventila- 
tion. 
5. Performed immediately. 
6. No apparatus required. 
7. Requires only one rescuer. 
8. No additional! possibilities of 
trauma. 


requires less skill than a properly performed “push and pull” 
manual method, is not fatiguing and can deliver pure oxygen; 
herein lie the most important advantages of a good mechanical 
resuscitator. There are other advantages, however.** Since a 
resuscitator need be applied only to a patient’s face, it can be 
employed where physical manipulation of the body is impossible 
or would be harmful, as during major surgical procedures, in 
accident cases with extensive burns, broken vertebrae, ribs and 
arms, for victims trapped under debris of excavations or over- 





23. Ross, B. D.: Five Year Study of Methods . Artificial Res poate. 
;. 4 M. A. 129: 443 (Oct. 6) 1945. Carter, H. A., and Pottho: 
esuscitation : oint paceman Issued by Council on Physical Medicine 
and American National Red Cross, A. M. A. 138: 23 (Sept. 4) 1948. 


ge P. N.: Mechanical Resuscitators in Advanced woe of Asphyxia, 
Su »G nec. & Obst. 66: 698 (April) 1938. Tatum, H., and Gingler, 
A. Traumatic Effects of Positive Intratracheal Pressure, J. fab. 
Clin. ‘Med. 31:799 (July) 1946. 


turned vehicles and during transportation to a hospital. The 
resuscitator further signals when the airway is obstructed and 
provides an aspirator. 

A number of articles have been published in recent years on 
the significance of maintaining and promoting the circulation 
during the administration of artificial respiration.*4 It is 
certainly true that the maintenance of a continuous positive 
pressure in the lungs above 14 mm. of mercury (8 inches [20 cm.] 
of water) interferes with venous return in a norma! person, 
and it would be deleterious to maintain any appreciable con- 
tinuous positive pressure in a person requiring resuscitation. 
However, it does not follow that intermittent positive pressure 
is deletrious to blood flow through the lungs; if this were 
the case the Drinker respirator would be deleterious, since it is, 
in effect, an intermittent positive pressure device. Whittenberger 
and Maloney 25 recommend the use of mild positive pressure 
in a Drinker respirator, alternating with the usual negative 
as an aid in cases of depressed circulation, although this may 
not be necessary in the average, young, robust patient with 
poliomyelitis. It is worth noting, however, that Drinker respira- 
tors, even when set for “no positive” (corresponding to negative 
in a resuscitator) always have a slight positive phase, at least 
1 or 2 cm. of water; there is evidence that this is of value, at 
least to some patients. Further, Motley °6 has demonstrated 
that any decrease in cardiac output incident to the use of positive 
pressure is dependent on the type of curve produced and the 
resulting mean mask pressure. The most physiologic curve is 
one with a gradual inspiratory rise and a rapid expiratory fall 
to near atmospheric level, with the expiratory phase = 
the inspiratory. 

Under normal conditions it is known that inspiration weil 
a slight negative pressure in the large veins of the thorax and 
that expiration tends to retard the flow.** Furthermore, it has 
been found by radioactive tracer technic in heparinized, recently 
deceased dogs that the alternate mechanical inflation and defla- 
tion of the lungs may cause sufficient movement of blood to 
spread the radioactive substance throughout the blood vessels 244 
and that ventilation provided by mechanical means is more 
effective than that provided by manual means.*° There can be 
no doubt regarding the fact that inflation and deflation of the 
lungs, particularly when some tendency toward negative or 
inspiratory pressure is produced in the thorax, will promote a 
certain amount of blood flow. The amount, however, is not 
easily measured.*4¢ This is interesting from a mechanical 
viewpoint, but is probably of no physiological significance in 
resuscitation; Ivy and Schwerma 2° clearly demonstrated that 
there was no statistically significant difference in the effective- 


24. (a) Thompson, S. A., and Rocky, E. E.: The Effect of Mechanical 
Artificial Respiration upon Maintenance of the Circulation, Surg., Gynec. 
& Obst. 84:1059 (June) 1947. (b) Kerven, A. M., and Liard, J.: 
Contribution a I’Etude de la ranimation dans les états de mort apparente. 
J. de physiol. et de path. gém. 37: 129 (March) 1939. (c) Johnson, J., 
and Kirby, C. K.: An Experimental Study of Cardiac Massage, Surgery 
26: 472 (Sept.) 1949; Cardiac Resuscitation, in Symposium on Recent 
Advances in Surgical na gg Ss. Clin. North America 29: 1745 
(Dec.) 1949. (d) Thompson, S. Quimby, E. A., and Smith, B. C.: 
The Effect of Pulmonary Ried Procedures upon the Circulation 
as Demonstrated by Use of Radioactive Sodium, Surg., Gynec. & Obst. 
83: 387 (Sept.) 1946; The Effect of Pulmonary Inflation and Deflation 
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ARTIFICIAL 
ness of intermittent positive pressure and alternating positive 
and negative pressure in the actual resuscitation of dogs from 
carbon monoxide asphyxia. It may, of course, provide just 
enough extra circulation of blood in the first few crucial 
seconds or minutes of resuscitation to make a difference between 
survival and death. But this means only that the manual 
method which yields the greatest respiratory excursion, namely, 
one of the “push and pull” methods which creates positive and 
negative intrathoracic pressure, would be the method of choice, 
since a mechanical device is not present during these first few 
critical minutes. Regarding the choice of a mechanical method 
for prolonged artificial respiration, a significant difference was 
not found in the rate of return to normal of the blood pressure 
reduced to a low level’ by curare in the experiments of Ivy and 
Schwerma.2° Therefore, as long as the method of obtaining 
pulmonary ventilation is optimally effective and does not lead to 
the formation of a continuous intrapulmonary positive pressure, 
the maximum effect possible on the blood flow or circulation is 
probably being accomplished. It is argued, further, that the 
Eve method promotes the circulation of blood because of the to 
and fro movements of the body and the effect of gravity during 
the rocking,*! but this has yet to be shown.!® 

In the case of drowning, it has been proposed that first 
lowering the head to help drain the lungs is indicated. This 
idea is retained by some despite the generally accepted concept 
that active artificial respiration should be started immediately 
and despite Schafer’s® observation in 1908 that little or no 
water was found in the lungs after fresh water drowning. 
The Gettler test,®2 published in 1921, is based on the fact that 
in postmortem submersion the chloride content of the blood is 
equal in the right and left sides of the heart whereas it is 
higher in the right side in fresh water drowning and higher in 
the left side in salt water drowning, showing that water and 
electrolytes move violently in a drowning person or animal.** In 
fresh water, the water is rapidly absorbed into the blood. In sea 
water, water and protein are drawn from the blood into the 
alveoli and bronchi as in pulmonary edema. This, of course, 
conforms with the well documented observation that only small 
quantities of fluid drain from the lungs during inversion after 
drowning.** Maintaining the body in a slightly inclined head- 
down position during artificial respiration is probably advisable 
to allow drainage of any fluids that do collect and to combat 
shock. 

Swann,*%¢ because he believes that “small amrounts” of water 
may block the airways, has suggested an attempt at drainage 
before resuscitation. This suggestion is contrary to the accepted 
dictum that artificial respiration should be given immediately, 
and it does not conform to our realistic experience. In the 
presence of massive pulmonary edema in corpses, air exchange 
by any method is inadequate, and as found in studies by Free- 
man and Ivy *5 on phosgene poisoning no method of artificial 
respiration will save life. But, in the presence of moderate 
pulmonary edema, artificial respiration, though air exchange 
is reduced, will provide ventilation immediately and during 
the stage that is crucial for the resuscitation of the heart. 
Furthermore, our data show that in such cases one of the 
“push and pull” methods of manual artificial respiration is just 
as effective in accomplishing pulmonary ventilation as the 
mechanical resuscitators operating at a maximum mask pressure 
of 14 mm. of mercury. Operation at a higher pressure is not 
indicated for routine use or by other than medical personnel, 


“ 


because of the possible danger of interstitial pulmonary 
emphysema. 

_ 30. Schwerma, H., and Ivy, A. C.: Safety of Modern Alternating Posi- 
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Differences of opinion regarding a question that may affect 
survival can be dealt with only by survival experiments in 
which a sufficient number of cases are used to give significance 
to any difference found. Unfortunately this question cannot 
be determined on the dog drowned to an arbitrary end point 
in fresh water, because in the dog that absorbs a lethal amount 
of water into the pulmonary blood acute ventricular fibrillation 2* 
develops and the dog dies regardless of any resuscitation pro- 
cedure. Regardless of the end point at which resuscitation is 
started, all resuscitation procedures save the same number of 
dogs.37 Whether this holds for man is not known. It does 
not hold for fresh water drowning of cats, rabbits or monkeys, 
in some of which there may develop ventricular fibrillation.*®% 

Cot *8 reports that 10 to 15 per cent of deaths from drowning 
are due to what he calls “white” asphyxia; the remainder 
are what he calls “blue” asphyxia’ and are due to obstruction 
with water and mucus. The former deaths, he explains, are 
due to syncope with little or no water in the lungs, and Bant- 
ing **¢ thought that some deaths were due to spasm of the 
glottis. In fresh water drowning there need be no equivocation 
as to whether spasm of the glottis occurred early and caused 
death, because an examination of the blood for hemolysis and 
chloride would settle the point. 

It would be important to settle the question of whether spasm 
of the glottis does occur in drowning in man and persists 
under deep asphyxiation. We know that an asphyxial death 
may be produced reflexly in certain aquatic animals by submerg- 
ing of the nostrils. However, reflexly induced spasm of striated 
muscle does not persist in deep anesthesia or asphyxia or to 
the point of death. 

SUMMARY 


1. The relative efficiency, as regards the minute volume of 
pulmonary ventilation, of the manual and mechanical methods 
for administering artificial respiration for resuscitation was 
determined on 109 warm corpses within one hour after death 
and before the onset of rigor mortis and on nine normal sub- 
jects with voluntarily suspended respiration after hyper- 
ventilation. 

2. The manual methods in which the subject lies prone or 
supine and which utilize both a “push and pull” principle provide 
approximately twice the minute volume of ventilation obtained 
with those which utilize only a “push” or a “pull” principle. 
However, the supine position was found to result in respiratory 
obstruction in one-half the cases. The “push” or “pull” methods 
alone did not ventilate in one fourth of the warm corpses. 

3. The Nielsen method used in the Scandinavian countries is 
more effective than the Schafer method. The former is a “push 
and pull” method and.the latter a “push” method. 

4. Lifting the hips (Emerson) 4 inches (10 cm.) with the sub- 
ject prone, a “pull” method, has been found by us to be even 
more effective than the Schafer method. 

5. When the hip-lifting maneuver (Emerson method) is added 
to the lower chest pressure maneuver (Schafer method) to yield 
a “push and pull” method (Schafer-Emerson-Ivy method), we 
find that it is as effective as the Nielsen method or the Schafer- 
Nielsen-Drinker method. 

6. Thus, those who now are indoctrinated with the Schafer 
prone presssure method can double the ventilating efficiency of 
the method by lifting the hips 4 inches 12 times each minute, 
alternating with the push on the lower part of the chest. Lifting 
the hips is fatiguing and, after the crucial first several minutes, 
may be employed after every second or third “push” on the lower 
part of the chest. The newer hip roll-prone pressure method 
is much easier to perform than the hip lift-prone pressure 
method and can be executed for long periods of time. The 
Nielsen method is less fatiguing to perform than the Schafer- 
Emerson-Ivy method. 


36. (a) Swann.“ (b) Footnote 28. 
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38. Cot, C.: Les asphyxies du temps de paix: Submersion, électrocu- 
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Intermittent positive (+ 14.7 mm. of mercury) pressure 
devices and alternating positive (+14 mm. of mercury) and 
negative (—9 mm. of mercury) pressure resuscitators provide 
safe, adequate exchange. These machines will signal when 
obstruction occurs, although inadequate ventilation or obstruction 
of the airway has not been observed with mechanical respiration. 
8. Except for the armamentarium of the anesthetist and the 
fire, police and rescue emergency crew, all mechanical devices 
must always be considered as adjuncts and not substitutes for 
manual method, preferably of the “push and pull’ type. The 
mechanical resuscitator operating at a maximal mask pressure 
of +14 mm. of mercury is no more effective than a properly 
performed “push and pull” manual method. The properly 
employed mechanical resuscitator requires less skill than a 
properly executed “push and pull” manual method, is not 
fatiguing and can furnish 100 per cent oxygen; herein lie the 
most ‘important advantages of a good mechanical resuscitator. 
There are other advantages, however. Since a resuscitator need 
be applied only once to a patient’s face, it can be employed 
where physical manipulation of the body is impossible or would 
be harmful, as during major surgical procedures, in accident 
cases with extensive burns, broken vertebrae, ribs or arms, 
for victims trapped under debris of excavations or overturned 
vehicles and during transportation to a hospital. Some resusci- 
tators signal when the airway is obstructed and provide an 
aspirator. 

9. If a method of resuscitation provides optimal pulmonary 
ventilation without producing a continuous intrapulmonary posi- 
tive pressure,-the concern regarding the relation of the method 
to the promotion or maintenance of the circulation should be 
secondary. Any effective movement of blood produced will 
probably be proportional to the effective manual or mechanical 
intrapulmonary pressure alteration produced. 
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REPORT OF THE COUNCIL 
The Council has authorised publication of the following report. 
R. T. Stormont, M.D., Secretary. 


POTENCY OF HEPARIN SODIUM 


Heparin sodium, widely employed as a potent anticoagulant 
for the treatment of intravascular clotting, received official 
status in the U. S. Pharmacopeia XIV, Nov. 1, 1950. Because 
the drug is not a pure homogeneous substance and must be 
assayed by biologic methods, the: Pharmacopeia has adopted a 
standard of potency which it requires to be expressed in terms 
of a heparin unit rather than in terms of weight as currently 
appears in the labeling for commercially available products. 
One U.S.P. heparin unit is approximately the quantity of heparin 
sodium required to maintain fluidity in 1 cc. of plasma prepared 
according to the directions of the U.S.P. assay, for heparin 
sodium. 

The U.S.P. standard provides for a minimum potency of 100 
U.S.P. heparin units per milligram but does not limit potency 
above this equivalent, provided such highly purified products 
are labeled in terms of units. Therefore, products with greater 
potency than the minimum retain U.S.P. status and are not con- 
strued to be superior to preparations having the official minimum 
potency. 

The Council will henceforth require manufacturers of accepted 
products to indicate potency in terms of U.S.P. units, until 
such time as a sufficient degree of purification has been achieved 
to permit assay by chemical methods. Because dosage is still 
subject to control by clinical tests of the clotting or coagulation 
time, little difficulty should be experienced in the use of more 
potent (purified). preparations, as long as the heparin unit rather 
than weight is used as a basis for determination of the initial 
and subsequent dosage of the drug. It is hoped that eventually 
heparin may be sufficiently purified to permit declaration of 
potency in terms of weight rather than units, in accordance with 
the current practice for all drugs which can be accurately 
assayed by chemical methods. 
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NEW AND NONOFFICIAL REMEDIES 


The following additional articles have been accepted as con- 
forming to the rules of the Council on Pharmacy and Chem- 
istry of the American Medical Association for admission to 
New and Nonofficial Remedies. A copy of the rules on which 
the Council bases its action will be sent on application. 


R. T. Stormont, M.D., Secretary. 


ETHYL IODOPHENYLUNDECYLATE.—Panto- 
paque (Lafayette Pharmacal Inc.)—CwH»lO.—M.W. 
416.34—A mixture of the « and isomers of ethyl iodo- 
phenylundecylate, which is of quite uniform, but unknown, pro- 
portions. The principal isomer is thought to be the *, whose 
structural formula may be represented as follows: 


CH; Pe 
-CH-CH2(CH), CH2C — OCH,CH 


I- 


Actions and Uses.—Ethyl iodophenylundecylate is an absorb- 
able iodized fatty acid compound of low viscosity designed 
especially for myelography. It is particularly useful for study 
of the lumbar region. Intraperitoneal or oral administration 
in lower animals is moderately toxic, but no toxic phenomena 
have been observed with massive doses injected intrathecally 
in higher animals. It is absorbed from the peritoneal cavity 
of experimental animals in about six weeks and from the sub- 
arachnoid space of dogs in about 15 months. In humans, intra- 
thecal injection of 2 to 5 cc. is well tolerated even when the 
agent is left in the spinal canal. When the bulk of the injected 
material is removed, the remainder is usually absorbed within 
two months. When none is removed, absorption proceeds at 
a variable rate depending on conditions within the spinal canal, 
sometimes requiring several years. 

The incidence and severity of side effects following myel- 
ography with aspiration of ethyl iodophenylundecylate is only 
slightly greater than with ordinary lumbar puncture. In 10 
to 30 per cent of patients there may be transient elevation in 
temperature and increase of symptoms referable to a back con- 
dition. The agent should not be employed when lumbar 
puncture is contraindicated, and to avoid subdural and extra- 
arachnoid extravasation it should not be used within 10 days 
of a previous lumbar puncture. It should not be employed as 
a contrast medium for other body cavities, because the limi- 
tations and contraindications for such use are not known. 

Dosage.—Ethyl iodophenylundecylate is injected intrathecally 
by lumbar puncture technic; the 2 to 5 cc. dose is usually 
injected between the third and fourth lumbar segments. Care 
should be exercised to ascertain that the needle point is in the 
subarachnoid space. The injection should be made slowly to 
detect unusual resistance from obstruction. The needle with 
adapter is left in place during myelography to implement 
removal of the agent when the examination is completed. The 
agent is removed by aspiration in conjunction with fluoroscopic 
visualization. 

Tests and Standaurds.— 


Physical Properties: Ethyl] iodophenylundecylate is a colorless to pale 
yellow, odorless, viscous liquid. The color darkens on long exposure to 
air. The specific gravity (20/20) is between 1.240 and 1.263. The 
refractive index is between 1.5230 and 1.5280. It is freely soluble in 
alcohol, benzene, chloroform and ether and very slightly soluble in water. 

Identity Tests: Place about 1 ml. of ethyl iodophenylundecylate, 15 ml. 
of water and 7 Gm. of sodium dichromate in a 50 ml. round-bottom flask. 
Carefully add 10 ml. of sulfuric acid. Moderate the vigorous reaction 
which ensues by cooling the flask with tap water. After the reaction 
has stopped, reflux the mixture for 2 hours. Cool the contents of the 
flask and pour it into 25 ml. of water. Filter the mixture with suction, 
wash the precipitate with a little cold water and recrystallize it from 
10 ml. of diluted alcohol. The glistening leaflets of p-iodobenzoic acid 
formed melt between 263 and 265 C. 

(Saponification Equivalent) Place about 1 Gm. of ethyl iodopheny! 
— accurately weighed, in a 250 ml. flask. Add exactly 25 ml. 

0.5 N alcoholic potassium hydroxide. Reflux the mixture on a steam 
bath for 1 hour. Cool the mixture, add 25 ml. of water and 15 drops 
of phenolphthalein T.S., and titrate with 0.5 N hydrochloric acid 
Calculate the saponification equivalent (S) from the equation: 

S = mg. of sample + [(ml. KOH x N) — (ml. HC1 X N)). 

The saponification equivalent is not less than 395 nor more than 420. 

Purity Tests: Dissolve 1 ml. of ethyl iodophenylundecylate in 10 ml. 
of chloroform in a glass-stoppered cylinder, add 3 drops of phenol- 
phthalein T.S. and 0.3 ml. of 0.1 N sodium hydroxide, stopper, and 
shake the mixture vigorously: the mixture becomes red (absence of free 


acids). 

Place 3 ml. of ethyl iodophenylundecylate and 10 ml. of freshly 
prepared 0.5 N potassium iodide in a 25 ml. glass-stoppered cylinder. 
Add 5 drops of freshly prepared starch T.S., stopper, shake the mixture 
vigorously for 15 ae and allow the cylinder to stand: the aqueous 
layer shows no blue color (absence of free iodine). 

“Ash about 1 Gm. of ethyl iodophenylundecylate, accurately weighed: 
the amount of residue is not more than 0.1 per cent. 
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Assay: (Iodine) Place about 0.5 Gm. of ethyl iodophenylundecylate, 
accurately weighed, 12 Gm. of halogen-free sodium peroxide and 0.2 
Gm. of lactose in a Parr bomb. Tighten the cap with a wrench and 
shake the m-xture for 45 seconds. Place the bomb in a short length 
of stcel pipe stipported vertically over a Bunsen burner. Put a few 
drops of water on the top of the bomb cap. Light the burner and place 
it d.rectly un ler the bomb. (Caution! Wear goggles. View the operation 
by means of a slanting mirror placed at the top of the apparatus.) Heat 
the bomb unt] fusion occurs, as shown by the sudden boiling of the 
water on the bomb cap (about 45 seconds). Cool the bomb in air for 
5 minutes, then plunge it into cold wat:r in a metal vessel. Rinse the 
bomb with water, remove the cap and place the bomb cup in 300 ml. 
of cold water (Caution!: keep the mouth of the cup pointed away from 
you). Aftcr the fusion melt is completely dissolved, remove the cup and 
rinse it with a little cold water. Add the rinsings to the solution. Cool 
the solution to 10 C. and carefully acidify it to congo red paper with 
50 ml. of 1:1 nitric acid. Finally add about 0.5 Gm. of sodium 
b'sulfite dissolved in 10 mi. of water. Heat the solut:on to boiling, 
filter it through a tight filter paper, wash the paper thoroughly and add 
the washings to the solution. Very slowly and with stirring add an 
excess of 0.1 N silver nitrate. Stir to coagulate the precipitate and 
filter the m xture through a tared Gooch crucble. Wash the pre- 
cipitate with 300 ml. of water, dry at 105 C. for one hour, cool and 
weigh. Each Gm. of silver iodide formed is equivalent to 0.5405 Gm. 
of iodine. The amount of iodine present is not less than 29.0 nor more 
than 30.5 per cent, equivalent to rot less than 95 nor more than 100 
per cent of ethyl iodophenylundecylate. : 


LAFAYETTE PHARMACAL INc., LaFayette, Ino. 

Pantopaque: 3 cc. ampuls: An undiluted liquid, ethyl 
iodophenylundecylate, contain:ng 30.5 per cent iodine in organic 
combination. 

U. S. trademark 401,476. Patent 2,348,231. 


PROCAINE AMIDE HYDROCHLORIDE.—Pro- 
nestyl Hydrochloride (E. R. Sguips anp Sons).— 


CsH2ON:.HCl.—M.W. 271.79.—p-Amino-N-(2-diethylamino- 
ethyl) benzamide hydrochloride—The structural formula of 
procaine amide hydrochloride may be represented as follows: 


0. 
wie \-Livrcryennerscrs » HC! 


Actions and Uses.—Procaine amide hydrochloride, like pro- 
caine hydrochloride, depresses the irritability of the ventricular 
muscle. Unlike the latter, the amide is only partially hydrolyzed 
by plasma esterase to p-aminobenzoic acid and diethylamino- 
ethanol, so that its effect is more prolonged. Procaine amide 
is tolerated in larger intravenous doses than is procaine; on a 
weight basis, the amide is about one-half to two-thirds less 
toxic. It differs from procaine also in ‘that it does not 
produce significant central stimulatory effects. The action 
occurs almost immediately after intravenous administration 
and the plasma level declines about 10 to 15 per cent per 
hour; after oral administration therapeutic levels are attained 
within 30 minutes to one hour. Plasina levels and urinary 
excretion rates following oral administration are comparable 
to those following intravenous injection, indicating almost com- 
plete absorption of the drug by the gastrointestinal tract. 
About 60 per cent is excreted unchanged; some is probably 
hydrolyzed as indicated above; the fate of the remainder is 
unknown. 

Proca’ne amide hydrochloride is useful for the treatment of 
ventricular arrhythmias and extrasystoles occurring either in 
cardiac diseases or during general anesthesia. When administered 
intravenously the drug produces a hypotensive effect which is 
less severe than that with procaine; this effect is partially due 
to vasodilatation. Hypotensive reactions may be precipitous and 
clinical judgment is required to determine whether it is necessary 
to administer vasoconstrictor agents or to discontinue therapy. 
Epinephrine is likely to aggravate an existing arrhythmia and is 
therefore generally contraindicated during cyclopropane anes- 
thesia. Until more conclusive evidence becomes available pro- 
caine amide hydrochloride is not recommended for the 
prevention of cardiac arrhythmias, anticipated in either con- 
scious or unconscious subjects. 

Dosage—lIn conscious patients: For the treatment of ven- 
tricular tachycardia, 1 Gm. orally, followed by 0.5 to 1 Gm. 
every four to six hours as indicated. For the treatment of 
runs of ventricular extrasystoles, 0.5 Gm. orally every four 
to six hours as indicated. During anesthesia: 0.1 to 1.0 Gm. 
(1 to 10 cc. of a solution containing 100 mg. per cc.) intra- 
venously, 

Occasional transient electrocardiographic changes resembling 
those of quinidine intoxication have been observed with pro- 
caine amide hydrochloride and should be interpreted by a 
cardiologist. Intravenous injection is subject to the danger 
of hypotensive action; oral administration is not. 
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Tests and Standards.— 


Physical Properties: Procaine amide hydrochloride is a white to tan, 

odorless, crystalline solid. It melts between 165 and 169 C. It is very 
soluble in water, soluble in alcohol, slightly soluble in chloroform, and 
very slightly soluble in benzene and ether. 
_ Identity Tests: Dissolve about 1 Gm. of procaine amide hydrochloride 
in 10 ml. of water and add 10 ml. of sodium hydroxide T.S. Extract 
the mixture twice with 10 mi. of a 1:1 mixture of ether and zene. 
Dry the comb:ned extracts over anhydrous calcium sulfate for 30 
m-nutes. Decant the solution into a small flask, add 5 ml. of dry 
pyridine and add dropwise 1 ml. of benzoyl chloride. Warm the 
m.xture on a steam bath for 30 minutes and pour it into 100 ml. of 
sodium hydroxide T.S. Separate the organic layer and wash it with 
20 ml. of water. Cool the solution to about 10 C., whereupon a 
crystailine solid separates. Filter the mixture with suction and 
recrystallize the solid from 20 ml. of diluted alcohol. Dry the solid 
at 105 C. for one hour: the procaine amide benzoate formed melts 
between 180 and 187 C. 

Prepare a 0.0005 per cent solution of procaine amide hydrochloride 
and measure the optical density spectrophotometrically in the range 
2,509-3,000 A. A max'mum occurs at 2,780 A (distinction from pro- 
caine hydrochloride which has a maximum at 2,880 A). 

Purity Tests: Dissclve the sulfated ash, prepared as described in the 
last paragraph in this section, in 23 ml. of water, add 2 ml. of dInted 
acetic ac.d and test for heavy metals by the method of U.S.P. XIV, 
page 717: the amount of hcavy mctals present is not more than 20 ppm. 

Dry about 1 Gm. of procaine amide hydrochloride, accurately weighed, 
at 105 C. for four hours: the loss in weight is not more than 0.2 
per cent. 

Char about ! Gm. of procaine amide hydrochloride, accurately weighed. 
Cool the residue, add a few drops of sulfuric acid and ignite: the amount 
of res:due is not more than 0.1 per cent. 

Assay: (Nitrogen) Accurately weigh about 1 Gm. of procaine amide 
hydrochloride and transfer it to a 500 ml. Kjcldahl flask. Determine 
the nitrogen content as directed in U.S.P. XIV, page 740. Each ml. of 
0.5 N acid consumed is equivalent to 0.007004 Gm. of nitrogen. The 
amount of n‘trogen present is not less than 15.1 nor more than 15.8 
per cent, equivalent to not less than 97.5 nor more than 102.5 per cent 
of procaine amide hydrochloride. 

Dosage Forms of Procaine Amide Hydrochloride 

Capsutes. Identity Tests: The conterts of the capsules respond to 
the identity tests in the monograph for Procaine Amide Hydrochloride. 

Assay: (Nitrogen) Accurately weigh an amount of powder equivalent 
to about 1 Gm. of proccine am‘de hydrochloride and determ’ne the 
nitrogen as described in U.S.P. XII’, page 740. Each ml. of 0.5 N 
ac:d consumed is equivalent to 0.007004 Gm. of nitrocen. The amount 
of nitrogen present is not less than 14.7 nor more than 16.2 per cent, 
equivalent to not less than 95.0 nor more than 105.0 per cent of the 
labeled amount of procaine amide hydrochloride. 

Solution (10 per cent Sterile). Physical Propertics: Procaine amide 
hydrochloride sterile solution is a clear, water-white liquid. The pu 
is about 5.5. 

Identity Tests: Procaine. amide hydrochloride solution responds to 
the ident:ty tests in the monograph for Procaine Amide Hydrochloride. 

Assay: (Nitrogen) Accurately measure a volume of solution cortrining 
about 1 Gm. of procaine amide hyJrochloride and transfer it to a 590 ml. 
Kjeldahl flask. Determ:ne the nitrogen content by the method of U.S.P. 
X/iV, page 740. Fach ml. of 0.5 N acid consumed is cqvivalent to 
0.007004 Gm. of nitrogen. The amount of nitrogen present is not less 
than 14.3 nor more than 16.6 per cent, equivalent to not less than 
92.5 nor more than 107.5 per cent of the labeled amount of procaine 
amide hydrochloride. 


E. R. Sgurss aNp Sons, New York 

Capsules Pronestyl Hydrochloride: 0.25 Gm. 

Solution Pronestyl Hydrochloride: 10 cc. vials: A solu- 
tion containing 100 mg. of procaine amide hydrochloride in 
each cc. Preserved with 0.9 per cent benzyl alcohol and 0.09 
per cent sodium bisulfite. 


DIHYROSTREPTOMYCIN-U.S P. (See Tue Journat, 
July 8, 1950, page 896). 

The following dosage form has been accepted: 
PremMo PHARMACEUTICAL Lasoratorigs, INc., South Hack- 
ENSACK, N. J 

Dihydrostreptomycin Sulfate: 50 cc. vials. Dihydro- 
streptomycin sulfate powder equivalent in activity to 5 Gm. of 
dihydrostreptomycin base. 


DIA-MER-SULFONAMIDES (See New and Nonofficial 
Remedies 1950, page 126, Sulfadiazine-Sulfamerazine Com- 
bined). 

The following dosage forms have been accepted: 


‘Castmir Funk Lasoratorres, New York 


Syrup Duo-Sulfanyl with Sodium Citrate: 118.3 cc., 473 
cc. and 3.78 liter bottles. A suspension containing 50 mg. each 
of sulfadiazine and sulfamerazine and 0.1 Gm. of sodium citrate 
in each cc. 

E. S. Mitrer Laporatorties, Inc., Los ANGELES 

Tablets Sul-Di-Mill with Sodium Bicarbonate: Each 
tablet contains 0.22 Gm. each of sulfadiazine and sulfamera- 
zine and 0.3 Gm. sodium bicarbonate. 








1466 EDITORIALS 


THE JOURNAL OF THE 
AMERICAN MEDICAL ASSOCIATION 
535 N. DEARBORN ST. - - - CHICAGO 10, ILL. 


Edited by 
AUSTIN SMITH, M.D. 


Associate Editor 
JOHNSON F. HAMMOND, M.D. 


Editor for Current Medical Literature, GEORGE HALPERIN, M.D. 





Subscription price - - Twelve dollars per annum in advance 
Cable Address - - + +. “Medic, Chicago” 


SATURDAY, DECEMBER 23, 1950 





ANTICOAGULANTS AS A CAUSE OF 
HEMORRHAGE 


Physicians using anticoagulants must beware of the 
risk of hemorrhage. Major hemorrhage occurred in 
1.9 per cent of 9,609 patients given dicumarol,® accord- 
ing to the literature. Data obtained from a question- 
naire’ answered by 136 physicians experienced in the 
use of dicumarol® and heparin indicate that major 
hemorrhage occurred in 2 per cent of about 15,500 
patients treated. The chief site of major hemorrhage 
was the urinary tract. Gross hematuria occurred in 
93 cases recorded in the questionnaire, but in no instance 
was it the cause of death although hematuria was asso- 
ciated with fatal bleeding in other sites in three cases. 
Heimaturia was not followed by residual renal impair- 
ment. Most other instances of major bleeding were 
associated with pathological lesions in the gastroin- 
testinal tract or lungs or were in postoperative sites. In 
the Report of the Committee for the Evaluation of Anti- 
coagulants in the Treatment of Coronary Thrombosis 
with Myocardial Infarction * hemorrhagic complications 
occurred in 54 patients, or 9 per cent of the treated 
group ; in half the condition was mildly severe. An addi- 
tional 6 per cent of the treated group had hemorrhage 
not due to anticoagulants, while in the “control” 
untreated group hemorrhage occurred in 6 per cent. 
Hemopericardium was found in 11 of the treated and 
only four of the control group. 

Eighty deaths have been attributed to hemorrhage 
following the use of anticoagulants. Duff and Shull *® 
found 21 deaths in the literature due to dicumarol® and 
added two others; in addition they mentioned five other 
deaths due to heparin or .dicumarol.® Subsequent 
reports of four deaths have appeared.* Nichol' has 
added 35 previously unpublished hemorrhagic deaths 
due to heparin or dicumarol® brought to light by a ques- 
tionnaire, showing that many such catastrophies do not 





1. Nichol, FE. S.: The Risk of Hemorrhage in Anticoagulant Therapy, 
Ann. West. Med: & Surg. 4:71 (Feb.) 1950. 

2. Wright, I. S.; Marple, C. D., and Beck, D. H.: Report of the 
Committee for the Evaluation of Anticoagulants in the Treatment of 


Coronary Thrombosis with Myocardial Infarction, Am. Heart J. 36: 801, 
1948. 

3. Duff, I. F., and Shull, W. H.: Fatal Hemorrhage in Dicumarol® 
Poisoning, J. A. M. A. 139: 762 (March 19) 1949. 
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find their way into print. Cohen® recently collected 
from the literature 12 deaths in patients with subacute 
bacterial endocarditis from cerebral hemorrhage in com- 
bined heparin-antibiotic therapy, and added two more. 
In the report of Duff and Shull * and in Nichol’s article, 
11 similar deaths were included, making 25 recorded 
deaths from cerebral hemorrhage in cases of subacute 
bacterial endocarditis treated with combined antibiotic 
and anticoagulant therapy. These deaths occurred prior 
to 1945 ; since that time it has been generally agreed that 
anticoagulants have no place in the treatment of this 
condition, although cerebral hemorrhage does occur 
without anticoagulant therapy in subacute bacterial 
endocarditis due to rupture of a mycotic aneurysm or 
hemorrhagic cerebral infarction. Death occurred in 55 
patients who were being treated for conditions other 
than subacute bacterial endocarditis; 52 of these deaths 
occurred in the United States. 

Fatal hemorrhage was generalized in 13 patients 
receiving dicumarol®; this was often due to complete 
lack of laboratory control. Nine deaths occurred in 
patients with carcinomatosis for whom the outlook was 
poor. That three patients with dissecting aortic aneu- 
rysm were treated on the assumption myocardial 
infarction was present points to the need to rule out 
this condition before anticoagulants are used. Hemo- 
pericardium was found without ventricular rupture in 
three other cardiac cases. Five deaths resulted 
primarily from the act of performing lumbar sympa- 
thetic blocks when anticoagulants were in force. although | 
hemorrhage was found elsewhere in three cases. The 
use of spinal anesthesia in one patient and the perform- 
ing of dorsolumbar sympathectomy in another, during 
the concomitant use of anticoagulants, accounted for two 
deaths. Fatal cerebral hemorrhage developed in 10 
patients, half of whom had hypertension, but whether 
hypertension increases the risk of cerebral hemorrhage 
during anticoagulant therapy cannot be stated. Of 78 
cases of long term dicumarol® therapy * hypertension 
was present in 37 per cent, yet cerebral hemorrhage 
developed in only one hypertensive patient. 

Clinicians experienced in the use of anticoagulants 
agree there is less risk of hemorrhage with heparin than 
with dicumarol.® The Lee-White test of clotting time 
to control heparin therapy can be done by the average 
technician. Protamine sulfate, given intravenously, 
helps to correct the coagulation defect following heparin- 


ization. Unless the available laboratory is well versed 





4. Allen, A. W.: Present Day Concept of Treatment of Thrombosis 
and Embolism, Pennsylvania M. J. 52: 113, 1948. Hammarsten, J. F.: 
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in the pitfalls of the prothrombin determination, dicuma- 
rol® should not be used, for lack of reliable laboratory 
facilities to measure prothrombin time is the most 
important of all contraindications to its use. The 
vagaries of the Quick test of prothrombin time or the 
Link-Shapiro modification of this test necessitate special 
knowledge of the technic. Bleeding induced by dicuma- 
rol® is usually controlled by adequate amounts of water- 
soluble vitamin K (menadione bisulfite) or K oxide. 
Transfusions of blood and plasma are of value after 
hemorrhage due to either heparin or dicumarol.® 

False confidence is inspired in the clinician if the 
laboratory renders the prothrombin time in percentage 
of normal. To follow adequately the prothrombin 
response to dicumarol® the clinician should. know the 
normal range of the test as done by the available 
laboratory, and he should adjust the dicumarol® dosage 
in an attempt to maintain the prothrombin time between 
two and two and a half times the average normal, 
expressed in seconds obtained by identical technic with 
the same thromboplastin, in which event the percentage 
of prothrombin activity will fall between 10 and 30 per 
cent, a safe yet effective bracket. Hemorrhage rarely 
occurs until the prothrombin activity is depressed to 5 
per cent, unless some pathologic lesion is present in 
the kidney, gastrointestinal tract, lungs or brain. 

The incidence of hemorrhage following the use of 
anticoagulants depends to some extent on the philosophy 
of the clinician, who may be inclined to “push” the 
dosage in the belief that it is more desirable to assure 
patients with cardiovascular disease full protection 
against thromboembolic complications, thus running 
some risk of hemorrhage, rather than to use a dose 
carrying with it so little chance of hemorrhage that it 


might fail to inhibit intravascular clotting. Physicians - 


must make it their responsibility to see that prothrombin 
or clotting studies are accurately performed, as it now 
becomes plain that deaths from anticoagulants, other 
than in persons taking dicumarol® without medical 
supervision, ensues chiefly from poor laboratory control. 
while overdosage by the physician, concomitant ill 
advised surgical procedures and diagnostic error account 
for the remainder of anticoagulant-induced fatalities. 


EPIDEMIC PLEURODYNIA 


During August and September of 1947, 114 patients 
with “epidemic pleurodynia” were admitted to one Bos- 
ton hospital.1. The disease was characterized by fever 
and pleuritic pain, often accompanied by headache, 
abdominal pain and stiffness of the back and neck. 
From stored throat washings from typical cases Weller * 
and associates of Harvard University and Tufts College 
have recently isolated a virus antigenically related to the 
“Connecticut 5” virus previously isolated by Melnick * 
from a case of “nonparalytic poliomyelitis.” 





1, Finn, J. J., Jr.; Weller, T. H., and Morgan, H. R.: Arch. Int, 
Med. 83: 305 (March) 1949, 

2. Weller, T. H.; Enders, J. F.; Buckingham, M., and Finn, J. J., 
Jr.: J. Immunol. 65: 337 (Sept.) 1950. 
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After intracerebral inoculation of 100 LD,, of the new 
virus into newborn mice, death usually takes place in 
three to six days. Necropsy usually shows two to three 
drops of light yellow fluid in the abdominal cavity, 
diffuse hepatitis and occasional pancreatitis. Older mice 
are more resistant, and one rhesus monkey showed no 
signs of infection by this virus. 

Stored serums from patients during the first three or 
four days of the disease had no demonstrable antibodies 
against this virus. Serums collected from the same 
patients about 10 days later completely neutralized the 
virus. While tests with hyperimmune mouse serums 
showed an identity of the new virus with Melnick’s 
“Connecticut 5” virus, no antigenic relation was demon- 
strated with certain other members of the Coxsackie 
group of viruses. 


MIDCENTURY WHITE HOUSE CONFERENCE 
ON CHILDREN AND YOUTH 

The actions taken at the recent Midcentury White 
House Conference, December 3-7, the fifth to be called 
at decennial intervals, will take root in the states and 
their communities to mold a new understanding of the 
influences that affect the healthy personality develop- 
ment of our children and youth. After 35 work groups, 
30 panel discussions and seven general sessions, the 6,000 
conferees adopted 201 statements of findings developed 
by the work groups, 66 recommendations promulgated 
by the work groups and screened through a special 
recommendations committee, a Pledge to Children, 
similar to the Children’s Charter of 1930, and a Resulu- 
tion on a Follow-up Program. Comparatively little of 
this material is concerned with medical care or even 
with health service as such. This little will be accept- 
able to most physicians and is not out of line with 
medical society policy. Most of the recommendations 
are concerned with the preservice and in-service train- 
ing of professional personnel in all fields dealing with 
the developmental phases of childhood, parent educa- 
tion, agency responsibility, economics, education, social 
work, recreation, religion, the problems associated with 
war and the problems of minority groups. 

The most important recommendations concern the 
continuing character of the program initiated by this 
conference. It has been recommended “that community 
groups and community leaders reexamine their attitude 
and procedures and make appropriate adaptations and 
changes . . . that to insure proper assessment, creative 
planning and appropriate action with respect to meeting 
the needs of children and youth, communities develop 
broad community interests, obtain the broadest possible 
community sponsorship, obtain necessary technical 
assistance, initiate and organize studies and gather facts 
and interpret the facts and inform the community of 
their significance.” It is stressed that “people as indi- 
viduals and as groups should be helped to help them- 
selves . . . that greater emphasis be placed by the 





3. Curnen, E. C.; Shaw, E, W., and Melnick, J. L.: J. A. M, A, 
141:894 (Nov. 26) 1949, 
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various professions on bringing the parents into par- 
ticipation in thinking and planning with and for 
children and that citizen advisory boards and 
similar groups representative of the community be 
established for public services as well as private and 
that every effort be made to enable and secure partici- 
pation by a cross section of the citizenry.” 

Before another year has passed, most states will have 
had a “little White House Conference” under the 
leadership of the state delegation that has just par- 
ticipated in the midcentury conference. All state agen- 
cies involved in the problems of children and youth will 
be invited to participate. Here the practicing physician, 
his local and state medical society, his health depart- 
ment and his voluntary health agencies can do yeoman 
service for the children and youth in his state and 
community. Here the physician has the privilege and 
opportunity to make constructive contributions to the 
healthy personality development of children and. youth. 
Though a national conference may turn fine phrases and 
make broad recommendations, it is the citizen in a 
community who gets the job done, and the physician is 
such a citizen. 


CONFERENCE COMMITTEE ON GRADUATE 
TRAINING IN SURGERY 


In this issue is an announcement (page 1503) of the 
establishment of the Conference Committee on Gradu- 
ate Training in Surgery, representing the Council on 
Medical Education and Hospitals of the American 
Medical Association, the American Board of Surgery 
and the American College of Surgeons. . The establish- 
ment of the Conference Committee on Graduate Train- 
ing in Surgery is the result of negotiations conducted 
over a two year period by the Board of Trustees, the 
Board of Regents of the College of Surgeons and the 
American Board of Surgery. At the Annual Session 
in San Francisco, the Board of Trustees approved the 
principles under which the Conference Committee was 
to be orgarized. Since these principles had previously 
been approved by the governing bodies of the other two 
organizations, the Committee received official status 
at that time. 

The purposes of the Committee are to formulate 
uniform standards for residency training in surgery, to 
sponsor a single inspection service for hospitals offer- 
ing such training and to approve and publish a list 
of acceptable residency programs. The -first such 
list, approved by all three participating organizations, 
appears in this issue. 

The uniform set, of standards for evaluation of resi- 
dency programs in surgery has already been approved 
by the three agencies, as published in the June 1950 
Revisions of the Essentials of Approved Residencies 
and Fellowships. Since the establishment of the Con- 
ference Committee, field surveys of hospitals applying 
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for approval of residency programs in surgery have 
been made by representatives of the Council’s staff. 
This collaborative effort, eliminating as it does differ- 
ing requirements for approval, as well as a duplication 
of work in inspection of hospitals conducting programs 
in surgery, on the part of the three agencies concerned 
should be generally welcomed. It is to be hoped that 
the pattern established in approving residencies in this 
specialty will be adopted in other areas of residency 
training, with similar beneficial results. 


TULAREMIA PROPHYLAXIS 


Reports of tularemia among laboratory workers have 
indicated a high incidence of infection due to Pasteurella 
tularensis approaching 100 per cent.' To avoid this 
danger prophylactic vaccination has been suggested.? 
The efficiency of such vaccination has been tested by 
Foshay * and associates of Camp Detrick, Maryland. 

Two vaccines were tested: (a) a phenolized broth 
culture of P. tularensis and (b) an acetone-extracted 
vaccine of the same organism. In a preliminary test 
0.5 cc. of one vaccine was given subcutaneously to 15 


unselected subjects. Three suffered severe systemic . 


reactions necessitating hospitalization. Subsequent study 
of serums drawn from them before vaccination showed 
that all three had circulating agglutinins for P. tula- 
rensis. All had been exposed te possible tularemia 
infection in the past. 

In order to prevent additional severe reactions, pre- 
vaccination skin reactions and agglutinin titers were 
determined for each prospective subject. Those with 
positive skin reactions and high agglutinin titers were 
excluded. Eight hundred and nine subjects with nega- 
tive reactions were then given one or more prophylactic 
injections. The toxic effects were no more than would 
be anticipated from the use of typhoid vaccine. Among 
those vacinated were 163 laboratory workers. Of these, 
72 handled cultures or performed necropsies on infected 
animals. The remaining 91 washed glassware or did 
janitor service or maintenance repair. 

Of the 72 vaccinated subjects, with maximum daily 
exposure, 22 (30.6. per cent) subsequently acquired 
laboratory infections with P. tularensis. This is 
approximately one-third the expected incidence among 
unvaccinated laboratory personnel under similar con- 
ditions of exposure. Among the 91 with less exposure 
only one acquired primary tularemia. The authors con- 
clude from these data that, with precautions to exclude 
hypersensitive persons, prophylactic vaccination should 
be carried out on all those exposed to tularemia as an 
occupational or recreational hazard. 





1, Lake, G. C., and Francis, E.: Pub. Health Rep. 37: 392, 1922. 
Parker, R. R., and Spencer, R. R.: Pub. Health Rep. 41: 1341, 1926. 
Weilbaecher, J. O., and Moss, E. S.: J. Lab. & Clin. Med. 24: 34, 1938. 

2. Foshay, L.: Am. J. Clin. Path. 2:7, 1932. Foshay, L.; Hessel- 
brock, W. H.; Witte burg, H. J., and Rodenberg, A. H.: Am. J. Pub. 
Health 32: 1131, 1942. 

3. Kadull, P. J.; Reames, H. R.; Coriell, L. L., and Foshay, L.: J. 
Immunol. 65: 425 (Oct.) 1950. 
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ORGANIZATION SECTION 


ABSTRACT OF PROCEEDINGS OF THE HOUSE OF DELEGATES OF THE AMERICAN 


MEDICAL ASSOCIATION AT 


THE CLINICAL SESSION IN 


CLEVELAND, OHIO, DECEMBER 5-8, 1950 


The actions of the House of Delegates at the Cleveland 
Session are herewith abstracted so that the readers may have 
this information in digest form. The complete proceedings will 
be made available, as in the past, in a booklet, which will be 
sent to all the members of the House of. Delegates and officers 
of the American Medical Association by the Secretary. This 
booklet will not be available for several weeks.—Eb. 


General Practitioner of the Year 
The House of Delegates had before it nominations of Dr. 
Jim Camp, Pecos, Texas, Dr. Dean Sherwood Luce, Canton, 
Mass., and Dr. John William Strange, Loogootee, Ind. On a 
second ballot, the House elected Dr. Dean Sherwood Luce of 
Canton, Mass., the General Practitioner of the year. 


Address of Speaker 

The Speaker presented the following address: 

Mr. Speaker and Members of the House of Delegates of the 
American Medical Association: 

Slightly less than six months ago this House met at San 
Francisco. Perhaps no previous legislative session in the history 
of this body approached either the volume or variety of signifi- 
cant actions taken. The few months that have elapsed since 
June 30 last have also seen evidences, of the trend away from the 
radical road toward socialism and the dissolution of our liberties 
and the American Way of Life. But, Gentlemen, the victory is 
by no means won. I must again, as previously, warn you that 
while we have won signal victories in stemming frontal attack, 
we still face more or less insidious flank movements which, if 
successful, can and may prepare the way for ultimate regimenta- 
ticn and ens!avement. ‘ 

The House of Delegates, in the name of the American physi- 
cians for whom it speaks and acts, bears the full responsibility 
for defending the American people against any and all threats 
to the provision of the highest quality of service Medicine can 
provide. 

The reports of the Board of Trustees, officers and councils as 
already published, and probably augmented by supplementary 
reports are ample evidence of the magnitude of the problems 
with which organized medicine most concerns itself. It is obvious 
to me that in recent years each session of this House finds itself 
facing more and increasingly complex problems. This will be no 
exception. In order, then, to give your fullest and best efforts 
at reaching sound solutions with the limited time available, con- 
sideration must be given to conservation of time, energy and 
orderly procedure. 

For the benefit of those delegates serving for the first time and 
to refresh the memories of others, let me review briefly some 
details of procedure. May I do this categorically, for brevity’s 
sake. 

1. Have all formal resolutions typed in proper form, with 
adequate copies. A staff of typists is at your service. 

2. When addressing the chair or House, announce clearly your 
name, the state or territorial association, the scientific section 
or government service you represent. 

3. In presenting resolutions, please omit reading the so-called 
“whereases,” but read carefully the resolutions to be acted on. 
The reasons and arguments for the resolutions can and must be 
read in the reference committees. 

4. Attend the reference committee hearings to plead your cause 
and to assist the committee in reaching conclusions. Full and 


exhaustive discussions should take place in the reference com- 
mittee rooms. ‘It is as much the delegates’ responsibility to 
attend reference committee hearings as it is for them to be seated 
in the House during its deliberations. 


May I take this opportunity to express to the House of Dele- 
gates my personal satisfaction at having my right bower, your 
Vice Speaker, Dr. Reuling, back with me. 

I am grieved to announce to you that my predecessor, Dr. Roy 
Fouts, is reported desperately ill, and I hope the House will 
extend to him our sincere wishes for recovery. 

It is imperative that the business of this session be concluded 
by noon on Thursday. This is in order to permit a joint session 
of the House, the Coordinating Committee for the National 
Education Campaign and the “Committee of 53” for the pur- 
pose of receiving a communication which is of profound and far 
reaching significance. 

The Speaker then read the names of the members of the 
Reference Committees. 


Report OF REFERENCE COMMITTEE ON REPORTS OF OFFICERS 


The Reference Committee on Reports of Officers presented 
the following report, which was adopted: 

Your committee wishes to commend the Speaker for the 
conciseness and accuracy of his address, the contents of which 
met with the full accord of the reference committee. - It finds 
itself in complete agreement with the Speaker’s statement to the 
effect that we must continue our fight against compulsory health 
insurance unabated. 

It wishes to commend the Speaker further for his clear-cut 
instructions to the delegates giving them the details of the pro- 
cedure to be followed so that there will be a unanimity in the 
work to be done. 

Your committee cannot dismiss the Address of the Speaker 
without taking this opportunity to commend him highly for his 
efficiency, his impartiality, his fairness and his ‘patience in 
conducting the affairs of this body. 


Address of President, Dr. Elmer L. Henderson 

President Elmer L. Henderson presented an address (see 
JouRNAL oF THE AMERICAN MeEpicaL Association, Dec. 9, 1950, 
pages 1268-1269) and the Reference Committee on Reports of 
Officers, to which it was referred, reported as follows and its 
report was adopted by the House: 

The Address of the President to this House of Delegates 
delivered on December 5 was in all ways characteristic of the 
manner in which our leader operates. His report was brief, 
concise and factual. 

Your committee concurs with his statement regarding the 
value of our advertising campaign which campaign “marked 
the first time in the history of the United States that any 
profession, business or industry under government attack has 
been successful in rallying nationwide advertising support from 
thousands of unrelated groups, companies and individuals.” 

It feels‘that the 65,000 new-won friends of our profession 
will prove of great benefit to us, and that we can see a direct 
evidence of some of these benefits in the splendid articles now 
appearing in the Cleveland papers as well as those contributed 
by the press associations. 

As our President states, the election results last month were 
“heartening and reassuring to the medical profession.” Your 
committee adds to his its “praise and commendation for all doc- 
tors regardless of their party affiliation who as American 
citizens played their rightful role in public affairs and who fought 
for their convictions at the polls.” 

Your committee noted with regret the absence in the Presi- 
dent’s Address of any reference to the innovation of “The 
President’s Page” in THe JOURNAL OF THE AMERICAN MEb- 
tcaAL AssocraTIon. It feels that this page has the poten- 
tiality for great good and that it is an excellent means of direct 
contact between our President and the individual members of 








1470 


this organization. Your committee is of the opinion that it 
has wide public relations opportunities and strongly recom- 
mends that “The President’s Page” be continued. 


Report of Secretary 
The Reference Committee on Reports of Board of Trustees 
and Secretary, to which the Report of the Secretary (see 
THe Journat, Oct. 21, 1950, pages 632-633) was referred, 
approved this report and was of the opinion that the service 
rendered by the Secretary should receive an expression of 
appreciation from the House. 


Report of Board of Trustees 

The Reference Committee on Reports of Board of Trustees 
and Secretary, to which the Report of the Board of Trustees 
(Tse Journat, Oct. 21, 1950, pages 633-663) was referred with 
certdin exceptions, took actions as follows, which were adopted. 

The following reports, included in the Report of the Board 
of Trustees, were not considered by this committee because they 
were sent to other reference committees by the Speaker: 
Matter of Free Choice of a Physician ; Hospital Standardization ; 
Report of the Washington Office; Report of the Assistant to 
the Manager, Department of Public Relations; Report of the 
Council on Industrial Health; Report of the Council on National 
Emergency Medical Service; Report of the Committee on Legis- 
lation; Report of the Committee on Blood Banks,-.and Report 
of the Committee on Rural Health. 


MATTERS REFERRED TO THE BOARD OF TRUSTEES BY THE 
House oF DELEGATES 

Your committee approves the action of the Board on matters 
that had been referred to it and reported on by the Board inciud- 
ing Quality of Medical Care in the National Health Program; 
Resolution on Appropriation for Expenses of Section Delegates ; 
Resolution on Costs of Medical Care; Resolution on Multiplicity 
of Meetings of Councils of American Medical Association; Reso- 
lution on Pilot Survey of Practitioners of So-Called Healing 
Arts; Resolution on Medical Care of Civilian Employees of 
Armed Forces; Resolution on Council on Federal Medical Ser- 
vices; Twelve Point Program, and Resolution from Section on 
Diseases of the Chest on Tuberculosis Among Indians. 

The actions of the Board of Trustees on Dues, Entertainment 
of Foreign Guests, Place of 1952 Clinical Session, Student 
American Medical Association, Investment Policy, The Journal 
and Special Journals, Today’s Health, Standard Nomenclature 
of Diseases and Operations, American Medical Directory, 
Library, Quarterly Cumulative Index Medicus and Report of 
State Journal Advertising Bureau and the Reports cf Council 
on Pharmacy and Chemistry, Laboratories, Council on Physical 
Medicine and Rehabilitaticn and Council on Foods and Nutrition, 
Report of Bureau of Investigation, Report of Bureau of Legal 
Medicine and Legislation, Report of Bureau of Health Educa- 
tion, Report of Bureau of Exhibits and the Report of the Bureau 
of Medical Economic Research were approved by the committee 
and its report was adopted by the House. ; 


Report of Washington Office 

The Speaker referred the Report of the Washington Office 
in the Report of the Board of Trustees, (see THE JouRNAL, 
Oct. 21, 1950, pages 637-638) to the Reference Committee on 
Legislation and Public Relations, which presented the following 
report which was adopted : 

Your committee notes with satisfaction the substantial expan- 
sion of this facility and that the many services rendered by this 
office have been received with interest by thé profession. It 
particularly commends the interesting style used in the Bulletin 
and Capitol Clinic. It is obvious to your committee that this 
office has played an important role in reviewing legislation, 
supplying material to members of Congress, and also arranging 
for hearings on matters of interest to the medical profession. 
This activity continues to be of the utmost importance. It is 
interesting to note that several bills, including the Doctor Draft 
Law, favored by your Association have been enacted into law 
and that not a single bill opposed by American medicine has 
passed. 
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SESSION Bec 23 1981 
Report of Assistant to General Manager, 
Department of Public Relations 

The Speaker referred the Report of the Assistant to the 
General Manager in the Report of the Board of Trustees (see 
THE JourRNAL, Oct. 21, 1950, pages 638-641) to the Reference 
Committee on Legislation and Public Relations, which reported 
as follows and its report was adopted: 

In accordance with the expressed policy of the Association, 
your committee notes that the Department of Public Relations 
has greatly increased its activities during the past year and 
particularly would like to point to the establishment of excellent 
press relations which have included fine coverage of meetings 
such as the San Francisco Session, the World Medical Associ- 
ation and rural health. The spread of the various news services to 
even smaller newspapers is commendable. The cultivation of 
contacts with key organizations has done much to obtain the 
good will of these groups and this should be further explored, 


Report of Council on Industrial Health 

The Speaker referred the Report of the Council on Industrial 
Health in the Report of the Board of Trustees (see THE Jour- 
NAL, Oct. 21, 1950, pages 648-649) to the Reference Committee on 
Industrial Health, which reported as follows and the report was 
adopted : 

1. Civil Defense: Your committee welcomes the reactiva- 
tion of the Committee and Consultants on the Industrial Medical 
Aspects of Civil Defense and urges that this group assume 
leadership in promoting the four subjects mentioned in this 
report. This work should go hand in hand with the activities 
of the Council on National Emergency Medical Service and with 
all government agencies affected. 

2. Public Relations: As was reported in previous recommend- 
ations of the House of Delegates, opposition from certain labor 
leaders seems to be definitely an attempt to squeeze a compro- 
mise from the American Medical Association on other broad 
policies. Your committee recommends the effort to effect a 
joint committee composed of management, labor and American 
Medical Association, on health in industry program be continued 
in spite of setbacks from labor groups. 

3. Multiphasic Screening: The Council has presented a 
seven-point program that is recommended for acceptance by the 
House of Delegates as a general statement of policy on this 
subject. Your committee strongly advises that any broad state- 
ment of policy of the American Medical Association on any 
subject be scrutinized thoroughly and be issued only when it 
would be a strengthening part of our entire program. Here we 
have a subject that is being pushed by those who believe in 
continued advance of social security programs by surveys of 
entire areas, as well as groups in industry. Your committee 
certainly favors physical examinations of employed groups by 
family doctors and industrial surgeons, and the use of statistical 
information obtained for bettering health, accident prevention 
and plant sanitation. On the other hand, screening by govern- 
ment agencies has developed into a springboard from which 
chain reactions emanate. The figures from group surveys have 
been followed by requests for appropriations to institute treat- 
ments or further study. This appropriation automatically 
recognizes and sets up another Social Security sub-group to 
carry out recommendations founded on this original survey find- 
ings. In a case in point, a survey costing thousands dug up six 
patients. A follow-up appropriation was requested. Your 
committee recommends that the subject of mass health surveys, 
either in industry or otherwise, be deleted from this report, as 
it is not a problem of industry in itself. General health and 
undiscovered pathology is the background of general health of 
the nation and should be the business of the family doctors 
rather than outside group doctors. Your committee recommends 
that in place of the paragraph deleted, the following be inserted: 
“Your committee recommends that industrial physicians con- 
tinue their program of careful examinations of those in industry 
and the continued referral of those with coincidental disease to 
insure proper follow-up cure and assignment to suitable occupa- 
tions of individuals with residual impairment. 

4. Corporate Practice: The application of the principles of 
the Hess report.to industrial practice is being well considered by 
the Bureau of Legal Medicine and Legislation. Its report is 
not complete at this time. 
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5. Professional Relations: Your committee compliments the 
Council on this pait of the report, showing as it does the 
excellent cooperation and understanding that is being used with 
ancillary groups in industry and industrial health. 

6. Industrial Nursing: More time is needed to cooperate with 
interested groups. The differences in state laws regarding the 
practice of nursing has made continued study necessary by the 
Bureau of Legal Medicine and Legislaticn before a policy 
acceptable to all concerned can be obtained. 

7. First Aid Training, Accident Prevention, Workmen’s Com- 
pensation: These have been dealt with in an exceedingly satis- 
factory manner and your committee commends this part of 
the report. 

8. Industrial Health in England: Comments on this were 
short, and because of the visit of several Council members to 
England and the direct knowledge obtained your committee 
recommends that this subject be supplemented by a more detailed 
report with personal opinions from the Council. 

9. Scientific Development and Education: Your committee 
commends the Council on the work accomplished and urges that 
the ideas expressed be followed up and the two committees 
named be activated as soon as possible. 

Your committee wishes to call attention to the arduous and 
intelligent work done by this Council and congratulates the 
members and secretary on a job well done. 


Report of Council on National Emergency 
Medical Service 


The Speaker referred the Report of the Council on National 
Emergency Medical Service in the Report of the Board of 
Trustees (see THE JoURNAL, Oct. 21, 1950, pages 649-651) to the 
Reference Committee on Emergency Medical Service, which 
reported as follows and the report was adopted: 

The committee is in full agreement with the Report of the 
Council on National Emergency Medical Service. Its con- 
cise report covers every essential detail necessary to the imple- 
mentation of a Civil Defense program and procurement of 
medical officers for the armed services. In addition and as a 
further aid to the economical utilization of the limited number 
of physicians available to the nation at this time, the council has 
recommended that the American Medical Association urge that 
reserve medical officers not on active duty be utilized to the 
fullest extent to complete and execute a single final type physical 
examination of inductees, recruits and reservists that is accept- 
able to the armed forces, with point accreditation under public 
law 510 of the Eightieth Congress. It is understood that’ steps 
have already been taken by Secretary of Defense in this regard 
and that the Secretary of Defense has been commended for his 
action in the matter by the Board of Trustees. 

Your committee feels that civilian defense will be with us for 
a long time and agrees with the report that the medical profes- 
sion must exert a forceful, dynamic leadership in the civil 
defense program of the nation at national, state and local levels. 
It would therefore make the following recommendations: 
(1) that each of the state and territorial associations seek ade- 
quate representation on civil defense advisory committees at all 
levels of government; (2) that the American Medical Associa- 
tion request appointment of an advisory committee of civilian 
physicians in the new Civil Defense Administration; (3) that a 
copy of the report of the Council on National Emergency Medi- 
cal Service be sent to secretaries of state and territorial associa- 
tions and to the chairman of the Emergency Medical Service 
Committee in each state; (4) that the two remaining constituent 
associations without an Emergency Medical Service Committee 
be urged to appoint such a committee without delay. All other 
constituent associations have such a committee, but many are 
without a complete program; (5) that the Council on National 
Emergency Medical Service and the Committee on Blood Banks 
have some appropriate space in THE JoURNAL, so that informa- 
tion regarding the actions and recommendations of their respec- 
tive committees be brought to the attention of our members and 
the various Emergency Medical Service Committees as promptly 
as possible. Your committee believes this would be a valuable 
means of keeping all informed of the latest developments in their 
programs. This recommendation does not imply any criticism 
of the Editor of THE JouRNAL in relation to publication of news 
of these matters in tae past, but it feels that if the members 
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knew that information relating to civil defense, blood bank and 
procurement of officers for the armed services was to be placed 
in some part of THe JouRNAL with a leading heading, it would 
help in the early dissemination of this information, and (6) that 
the Council on National Emergency Medical Service urge the 
state emergency committees in all the constituent organizations 
to complete their programs without further delay if they have 
not already done so, and stress the importance of their work 
in the over-all civil defense program. 

Some of the states have already enacted a state civil defense 
law. Many others will probably do so in the near future and 
our state medical emergency committees should be active partici- 
pants in the state civil defense commissions where such laws are 
enacted. 

Dr. Alfred S. Hartwell, delegate from Hawaii, gave to the 
committee a most excellent booklet on Burn Therapy. It is the 
most complete treatise on burn therapy that your committee 
has seen, and it is submitting it to the Council on National 
Emergency Medical Service. 


Report of Committee on Legislation 

The Speaker referred the Report of the Committee on Legis- 
lation (see THE JouRNAL, Oct. 21, 1950, page 661) to the Refer- 
ence Committee on Legislation and Public Relations, which 
reported as follows and the report was adopted: 

The work of the Committee on Legislation covers a small sec- 
tion of the Report of the Board of Trustees, but it is obvious that 
this committee has spent much time in consideration of many bills 
and the members should be particularly commended for this 
work. Your committee wishes to note the excellence of the 
presentation of those who represented the American Medical 
Association before congressional committees and to state its 
appreciation of their competent services. 


Report of Committee on Rural Health 


The Speaker referred the Report of the Committee on Rural 
Health in the Report of the Board of Trustees (see THE Jour- 
NAL, Oct. 21, 1950, pages 661-662) to the Reference Com- 
mittee on Hygiene and Public Health, which reported as follows, 
and the report was adopted : 

The committee considers the. solution of the rural health 
problem is gradually being achieved through cooperative com- 
munity effort. It gives credit to progress made, to the factors 
which have developed from the deliberations of the four National 
Rural Health Conferences, the most important being: 

1. State and Local Public Health Services for general com- 
munity hygiene; communicable disease control; public health 
nursing; well baby conferences and clinics. 

2. Utilization of the Hill-Burton Hospital Construction Act 
in interested areas. 

3. Interest of the medical profession and local organizations in 
provision of scholarships for medical students and nurses who 
may agree to return to a rural area to practice. 

4. Building a better and more productive community and a 
better place in which to live, through agricultural school exten- 
sion services. 

5. Encouragement by Parent-Teacher Associations of pre- 
school and school health examinations and immunizations; and 
profiting to a greater extent from the educational programs of 
voluntary health agencies—tuberculosis, poliomyelitis, cancer, 
heart and other foundations. 

6. Greater participation in voluntary prepaid medical and 
hospital care plans; in such services offered by many farm 
groups; and development of plans to include the medically indi- 
gent and low income farmer. 

7. Combined efforts of all groups in the community, to pro- 
mote state and county health councils, and implement the 
activities of county health units in accord with recommendations 
of the Reference Committee on Hygiene and Public Health in 
its report at the St. Louis Session in 1948. \ 

More than 750 farm and health leaders participated in the 
1950 conferences. The committee plans an annual meeting to 
expedite the objectives just outlined, with emphasis on the 
formation of community health councils. The services of a 
secretary and a field director have widened the scbpe of activity, 
the latter having visited 23 states in recent months. Increasing 
interest has been indicated by the Extension Service, Farm 
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Bureau, National Milk Producers Association, National Grange 
and similar groups. A gratifying result has been acceptance of 
appointment as advisory members of Berry H. Akers, Editor 
of “The Farmer” and Paul Johnson, Editor of the “Prairie 
Farmer.” 

The Reference Committee on Hygiene and Public Health is in 
full accord with the objectives of the Committee on Rural Health 
and commends its accomplishments. No specific requests or 
recommendations requiring action by the House are presented by 
your committee. 


Supplementary Report of Board of Trustees on Recom- 
mendation on Resolution on Free Choice of 
Physicians for Federal Employees 
The following recommendation was presented by Dr. Louis 
H. Bauer, Chairman, Board of Trustees, and referred to the 

Reference Committee on Industrial Health: 


Since the Handbook went to press, a report prepared by the 
Committee on Consultants on Workmen’s Compensation has 
been received by the Council on Industrial Health. This 
report is to the effect that in the opinion of the Committee on 
Consultants the moment is not a propitious one to press for 
amendments to the Federal Employees’ Compensation Act to 
provide for free choice of physicians, as requested in the reso- 
lution presented to the House of Delegates by Dr. J. Stan'ey 
Kenney of New York at the Atlantic City Session in June 1949. 
Report oF REFERENCE COMMITTEE ON INDUSTRIAL HEALTH 

The reference committee presented the following report, which 
was adopted: 

The resolution on free choice of physicians for federal employ- 
ees was originally introduced by Dr. J. Stanley Kenney of 
New York and referred first to the Board of Trustees, then 
to the Committee on Consultants on Workmen’s Compensation 
of the Council on Industrial Health and finally to your committee. 

Your committee does not recommend the acceptance of the 
report given by the Committee of the Council on Industrial 
Health, but recommends the adoption of the original resolution 
by Dr. Kenney, which is as follows: 

Wuenreas, It is the custom of the United States Employees Compensa- 
tion Commission to appoint designated surgeons in all localities where a 
U. S. Marine Hospital or Veterans Facility is not available for the care 
and treatment of injured employecs; and 

Wuenreas, All injured employees are directed to one of these designated 
surgeons when injured in line of duty; and 

Wuereas, Certain other branches of the federal government, namely, 
the Veterans Facilities, have recognized the free choice of physician plan 
in home treatment of veterans; and 

Wuenreas, All injured cmployees in New York state enjoy this privilege 
under the New York State Compensation Law; now therefore be it 

Resolved, That the Board of Trustees of the American Medical 
Associaticn is hereby requested to seck amendment to the Federal Law 
on Workmen’s Compensation to the effect that all covered federal 
employees be granted free choice of physician for injuries sustained in 
line of duty. 

Supplementary Report of Board of Trustees 
on Clinical Sessions 

The following Report of the Board of Trustees on Clinical 
Sessions was referred to the Reference Committee on Reports of 
Board of Trustees and Secretary: 

1953 Clinical Session: Invitations for the 1953 Clinical Ses- 
sion were received from the following cities: Atlantic City, 
Boston, Los Angeles, Miami, Minneapolis and St. Louis. The 
Board of Trustees selected St. Louis, but the exact date has 
not as yet been set. 

Date for Denver Session: The first week in December has 
been selected for the 1952 Clinical Session which is to be held 
in Denver. 

Continuation of Clinical Session: The Board of Trustees 
would like to have an expression from the House of Delegates 
as to whether it feels that the clinical sessions of the Asso- 
ciation are worth while and should be continued. 

REpoRT OF REFERENCE COMMITTEE ON REPORTS OF BOARD OF 

TRUSTEES AND SECRETARY 

The reference committee reported as follows and the report 
was adopted: 

Article 2 of the Constitution of the American Medical Asso- 
ciation states “The objects of the Association are to promote 


ee 


the science and art of medicine and the betterment of public 
health.” Your committee heard many witnesses regarding this 
subject, including officers, members of the Board of Trustees, 
the Council on Scientific Assembly and others. It is the opin- 
ion of your committee that in view of Article 2 of the Con- 
stitution, which essentially states that the primary purpose of 
the American Medical Association is to promote the science 
of medicine, and after noting the results of a survey made 
following the St. Louis Clinical Session and the fact that there 
has been increasing attendance at these sessions, the Clini- 
cal Sessions should be continued. It suggests that the Board 
of Trustees and the Council on Scientific Assembly consult with 
the officers of the Section on General Practice for-advice regard- 
ing possible continued improvement in the scientific program. 
It approves of the action of the Board of Trustees in this sup- 
plementary report regarding the 1953 Clinical Session and the 
date for the Denver Session. 

Since it has been brought to the attention of the committee 
that several delegates at this and previous clinical sessions have 
arranged transportation home in advance of adjournment of the 
House of Delegates, your committee hopes that in the future 
the Board of Trustees will specify the dates when it is antici- 
pated the House will meet so that there can be no misunder- 
standing on the part of the delegates. 


Supplementary Report of Board of Trustees 
on Hospital Standardization 

Dr. Louis H. Bauer, Chairman, Board of Trustees, presented 
the following report, which was referred to the Reference Com- 
mittee on Medical Education: 

The Board of Trustees appointed a committee to confer with 
the Board of Regents of the American College of Surgeons 
and with representatives of the American Hospital Association 
and the American College of Physicians, with a view to arriv- 
ing at a satisfactory solution to this problem. At the last 
meeting of the joint committee, it was suggested to establish 
a joint commission on hospital standardization to be composed 
of 18 members representing the four organizations. A rough 
draft of a proposed constitution and by-laws has been prepared 
and a copy of it has just been given to the Board of Trustees 
for study. Negotiations are still going on and much progress 
has been made. Every effort is being made to reach satis- 
factory arrangements. 

Report OF REFERENCE COMMITTEE ON MEDICAL EDUCATION 

The reference committee presented the following report, which 
was adopted: 

Your reference committee has given very careful considera- 
tion to the statement of the President in his Presidential 
Address, and to the Supplementary Report of the Board of 
Trustees in reference to the problem of hospital standardiza- 
tion. Hearings on this report were attended by a large number 
of members and Fellows, officers and trustees of the American 
Medical Association, and members of other organizations includ- 
ing executive secretaries and legal representatives. 

Your committee appreciates and commends the Board of 
Trustees on the great amount of effort which has been given 
to the solution of this prob‘em in the last several months. In 
June 1950 the Board of Trustees was suddenly faced with a 
very acute and serious problem which had many implications 
in regard to the standardization of hospitals. When this prob- 
lem was presented to the Board of Trustees it seemed almost 
insurmountable but due to their immediate action and energy 
great progress has been made toward a satisfactory solution. 

After serious consideration of the report and all of the dis- 
cussion, your committee recommends approval of the action 
of the Board of Trustees up to this time and also recommends 
that the study be continued until a satisfactory plan for the 
standardization of hospitals has been devised. 


Supplementary Report of Board of Trustees 
on Dues 
The following report was referred to the Reference Com- 
mittee on Reports of Board of Trustees and Secretary: 
The Board considered the question of the payment of dues 
in the American Medical Association by physicians who are 
regarded as hardship cases; that is, those physicians who, for 
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one reason or another, are charged lower local dues and those 
physicians who can pay local dues but find it a hardship to 
pay American Medical Association dues, and decided to make 
the following recommendations to the House of Delegates: 

1. If a physician pays only partial dues in his county and state 
society due to hardship, he will be exempted from payment of 
American Medical Association dues but will not receive THE 
JourNAL; this exemption, however, will not be granted except 
on written recommendation of the secretary of the county or 
state society that it would be a hardship on the physician to 


pay the regular dues. 
2. If a physician pays full dues in his county and state society, 
he must pay* full dues,in the American Medical Association. 


REpPoRT OF REFERENCE COMMITTEE ON REPORTS OF 
BoaARD OF TRUSTEES AND SECRETARY 
The reference committee presented the following report which 
was adopted: 
Your reference committee approves of this report. 


Supplementary Report of Board of Trustees on 
Committee to Study Public Relations 

Dr. Louis H. Bauer, Chairman, Board of Trustees, presented 
the following report which was referred to the Reference Com- 
mittee on Reports of Board of Trustees and Secretary: 

The Board of Trustees has appointed a committee to under- 
take a study of the public relations of the Association and to 
draft recommendations as to the future course to be pursued. 
This committee consists of Dr. Gunnar Gundersen, chairman, and 
Dr. Edwin S. Hamilton, to represent the Board; and Dr. B. R. 
Kirklin to represent the House of Delegates. It is hoped that a 
preliminary report will be made at the February meeting of 
the Board and a final report rendered to the House of Delegates 
in June 1951. 


Report OF REFERENCE COMMITTEE ON REPORTS OF 
BoARD OF TRUSTEES AND SECRETARY 
The reference committee presented the following report which 
was adopted: 
Your reference committee approves the action of the Board 
of Trustees in appointing this committee. 


Report of Committee on Blood Banks 

The Speaker réferred the following report of the Committee 
on Blood Banks to the Reference Committee on Emergency 
Medical Service: 

Through its Committee on Blood Banks, the American Medi- 
cal Association has cooperated with the American National Red 
Cross in a national blood procurement program. The several 
actions of the House of Delegates and of the Committee on 
Blood Banks regarding blood bank matters from June 1947 to 
August 1950 have been summarized in a report by the com- 
mittee at its most recent meeting. The report was submitted to 
the Board of Trustecs on Sept. 15, 1950, which approved it and 
authorized its publication. Copies may be obtained from the 
Bureau of Medical Economic Research at Association head- 
quarters. This report contains the full text of the agreement 
reached in Boston by the several interested groups, and the 
complete text of the letters from the Secretary of Defense and 
from the National Security Resources Board designating the 
American National Red Cross as the military and civilian agency 
in blood bank matters and the letters of acceptance from the 
American National Red Cross. 

The House of Delegates has endorsed the idea of a national 
blood procurement program under the auspices of the American 
National Red Cross. As problems have arisen, the American 
National Red Cross has at different times expressed a desire to 
solve them and has made specific agreements with the American 
Medical Association. In these agreements the American National 
Red Cross accepted liaison with the American Medical Asso- 
ciation through the Committee on Blood Banks. It has been 


agreed that, to insure safety to recipients, the responsibility for 
technical details must rest on properly trained personnel under 
the control of local or state medical societies, and that local 
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control must be exercised by the county medical society, which 
should be the initial contact in the contemplation of inaugura- 
tion of a new blood bank. No publicity or news releases are 
to be issued except by mutual consent of the local county medical 
society and the local chapter of the American National Red 
Cross. Differences of opinion in establishment or operation of 
a blood bank in either administrative or technical detail are to 
be arbitrated at state levels by joint committees from the state 
medical society and the American National Red Cross. It has 
been generally agreed that the principle of blood replacement 
by the patient, his family, his friends or his organizations is 
sound, and interbank exchange of blood on a unit for unit basis 
should be encouraged. 

On July 11 and 12, 1950, at a meeting in Boston of the Com- 
mittee on Blood and Blood Derivatives of the American Nationa! 
Red Cross, together with its Medical Advisory Committee on 
the National Blood Program, there were present, by invitation, 
representatives of the American Medical Association, the Ameri- 
can Hospital Association and the American Association of Blood 
Banks. The following agreement, drawn up at this meeting, 
sets forth the relation among these four organizations in peace- 
time and in the event of a national emergency : 

Representatives of the American Medical Association, American National 
Red Cross, American Association of Blood Barks and the American 
Hospital Association have been meeting to aid in the uevelopment of the 
best poss:ble blood transfusion service for physicians, hospitals and patients 
who use the biood—in fact, in the interest of national unity throughout 
the country. After carefully considering the information available, these 
representatives declared that it seemed advisable to cooperate with the 
National Security Resources Board by, in time of peace, providing for 
free exchange of blood between the American Nat:onal Red Cross Regional 
Blood Centers and blood banks operat.ng under other auspices on a unit 
for unit basis whenever and wherever it is needed to serve to the best 
advantage the interest of the community. It seems advisable for such units 
to be the property of the recipient blood bank to be used in accordance 
with its usual policy of issuing blood. As a principle, the groups favor 
making surplus blood available to the American National Red Cross or 
other agencies processing blood for the purpose of convert:ng it into deriva- 


. tives for the benefit of the people. By “surplus blood” is meant all blood 


that is not required for use as whole blood, plasma or any other deriva- 
tive by the blood bank concerned. 

In the event of a disaster or a national emergency, the American 
National Red Cross, the American Medical Association, the American 
Hospital Association and the American Association of Blood Banks favor 
in those communities. not served by an American National Red Cross 
Regional Blood Center the establishmcnt of such a center and/or the use 
of existing blood bank facilities to procure the necessary amount of blood. 
The method to be used should be determined in a matner which meets the 
approval of the county medical society and the local blood banks and 
hospitals, Furthermore, the operation of the local blood bank facilities for 
civilian need should not be interfered with by the emergency program so 
far as consistent with government regulations existing at that time. 

There is definitely a need for the use of standardized equipment and 
methods for the procurement and dispensing of blood; this is imperative 
in a nat.onal emergency and desirable in time of peace. To insure mini- 
mum standards all blood banks cooperating in such a procurement program 
should meet the minimum standards of the National Institutes of Health. 


The Committee on Blood Banks heartily approves the agree- 
ment reached in Boston and has been notified of approval by 
the Board of Trustees. The committee recognizes that the 
modus operandi of this agreement will necessitate many adjust- 
ments to meet local conditions. From time to time the com- 
mittee will report to the Board of Trustees plans for 
implementation of this agreement with the recommendation that 
they be published. At an early date the American National 
Red Cross will request the cooperation of a number of cities 
in the procurement of blood. When a community is thus 
selected, the professional groups interested will be invited to 
work out a program of procurement most suitable for that 
particular community. This group will include the local Red 
Cross chapter, the county medical society, local hospitals, local 
blood banks, if any, and probably the local public health officer. 

The American National Red Cross has been designated by 
the Secretary of Defense as the official procurement agency for 
blood and biood derivatives for the needs of the armed forces, 
and the National Security Resources Board has siniilarly desig- 
nated the American National Red Cross “to accept the responsi- 
bility of coordinating a nationwide civil defense blood program 
for recruitment of donors and collecting, storing, processing, 
and preparing for shipment of blood and blood derivatives.” 

All federal agencies designating the American National Red 
Cross in blood procurement will charge this organization with 
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the responsibility not only of blood procurement but also of 
securing necessary correlation and cooperation of other agencies 
interested in blood procurement. The Department of Defense 
expects to reimburse the American National Red Cross for 
actual costs incurred in procurement of blood and blood deriva- 
tives for the armed forces. 

In its study of the blood bank resources of the United States 
and possessions, the Bureau of Medical Economic Research of 
the American Medical Association has found that the 34 regional 
centers of the American National Red Cross issue less than 15 
per cent of the blood used as whole blood. The rest is issued 
by hospital and nonhospital blood banks. Hence the American 
National Red Cross must rely on the cooperation of the other 
blood banks which are currently procuring most of the blood. 
The American National Red Cross believes it can double its 
output with present centers and equipment. 

The Committee on Blood Banks is of the opinion that a large 
scale emergency blood program, whether regional or national, 
can be successful only if the American National Red Cross has 
the willing and wholehearted cooperation of all other agencies 
in the b!ood procurement field. It believes that other blood 
banks can procure emergency blood under the special motiva- 
tion that would exist and channel it through the American 
National Red Cross to the official agencies for which it pro- 
cures. Joint efforts at the regional, state and local levels are 
indispensable. 

The Committee and the American National Red Cross at 
their meeting on Aug. 13, 1950 agreed to ratify and confirm 
all previous agreements, including the “Boston Agreement”; 
that the American National Red Cross encourage its local 
chapters, on request of a blood bank cooperating in the emer- 
gency program, assist in the procurement of donors for the 
cooperating blood banks; that in event of local disaster, blood 
requisitioned from local blood banks by the American National 
Red Cross be entered as a credit to that bank as in interbank 
exchange, and that the American Medical Association offer its 
wholehearted cooperation in the National Emergency Blood 
Program and encourage other interested organizations to offer 
theirs. 

To assure that this cooperative plan of blood procurement 
be fully effective, the American Medical Association has recom- 
mended to the American National Red Cross that the regional, 
state and local coordinating organizations of the American 
National Red Cross Blood Program include full and adequate 
representation of physicians, hospitals, non-Red Cross blood 
banks and health departments, state and local. It was also rec- 
ommended that all public relations, publicity and campaign 
efforts emphasize the cooperative nature of the National Blood 
Program, listing the names of the cooperating organizations, 
and in local areas adding the names of the cooperating blood 
banks and hospitals. The American Medical Association has 
further recommended to Mr. W. Stuart Symington, Chairman, 
National Security Resources Board, that the National Security 
Resources Board’s Advisory Committee on National Emergency 
Blood Program be continued. The American Medical Asso- 
ciation has also recommended to the Department of Defense, 
the National Security Resources Board and the American 
National Red Cross that, in deriving formulas for cost reim- 
bursement, consideration be given to the necessity of having 
such formulas applicab!e to other agencies cooperating in the 
emergency blood procurement program. 

The Board of Trustees has approved the study of the annual 
costs of accreditation of blood banks and the problem of inte- 
grating such a program with the present hospital inspection 
program of the Council on Medical Education and Hospitals 
before steps are taken to carry out the action of the House of 
Delegates on this matter. This study will be made jointly by 
representatives from the Committee on Blood Banks, the Coun- 
cil on Medical Education and Hospitals and the Bureau of 
Medical Economic Research. 

After consultation with various advisors, the Committee on 
Blood Banks concluded that mass typing of the general popu- 
lation is costly and inadvisable for technical reasons, including 
that of hazards to the patient introduced by dependence on such 
typing. Previous experiences in mass typing have been disturb- 
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ing rather than reassuring. On the advice of federal officials, 
the committee stressed the importance of increasing the produc- 
tion of blood substitutes as well as whole blood in the present 
emergency. 

Criticism of the policy expressed in the above paragraph was 
submitted by Dr. A. C. Ivy, First Vice Chief Deputy, Emer- 
gency Medical and Public Health Services, Chicago Civil 
Defense Organization, in a letter to the Editor of THE Journat, 
Dr. Ivy’s letter was referred to Dr. Leonard W. Larson, Chair- 
man of the Committee on Blood Banks of the American Medical 
Association. Dr. Ivy’s letter and Dr. Larson’s comment were 
published in THe JourNAL, October 28, 1950, page 780. 


Supplementary Report of the Committee on 
Bood Banks 


Dr. Leonard W. Larson, Chairman, presented the following 
report, which was referred to the Reference Committee on 
Emergency Medical Service: 

This report is a supp!ement to the Report of the Committee 
on Blood Banks. 

Events which have transpired since the meeting of the House 
last June have greatly complicated the committee’s efforts to 
correlate and coordinate blood banking in the United States 
for the threefold purpose of furnishing an adequate supply of 
blood for regular civilian needs, for the military establishment 
and for civiiian emergency needs. So far as the procurement 
of blood is concerned, we are faced at this time with the 
emergency we have long been planning to meet. The responsi- 
bilities placed on the American National Red Cross both by 
the Department of Defense and by the National Securities 
Resources Board as indicated in the printed portion of our 
report have been greatly augmented by the events of the past 
few weeks and demand the full cooperation of every American 
agency in any way related to blood procurement. In this 
cooperation the American Medical Association has a leading 
part. 

The committee would desire to emphasize that at this time 
the national emergency b!ood program is and must continue 
to be a three-pronged activity, each part of which must be 
developed to keep the whole program in balance. These three 
parts are (1) the maintenance of supplies of blood and plasma 
for normal civilian requirements, (2) the furnishing of whole 
blood and plasma to the Armed Forces of the United States 
and (3) the development of dispersed reserve supplies of equip- 
ment for collecting b!ood and dispersed reserve supplies of blood 
plasma for civilian defense. 

The Red Cross has been exerting continuous pressure on 
all of its regional blood centers by increasing their quotas of 
blood procurement for military emergency needs. While these 
regional centefs will very shortly be procuring much more 
biood than the stepped up quotas they are now meeting, the 
American National Red Cross relies on the participation of all 
other blood procuring agencies in the national emergency blood 
program. 

At a meeting of all participating organizations held in Wash- 
ington in September, it was agreed that the American National 
Red Cross should set up in various cities in the United States 
special defense b!ood collection centers, and that in the cities 
so designated local committees of all participating organizations 
would determine what in the opinion of the local committee 
was the best method of collecting blood in its city. The com- 
mittee reemphasizes its previous recommendation that full 
credit be given in publicity at the local level to all participating 
organizations and that this recommendation be called to the 
attention of the new president of the American National Red 
Cross. 

Under the national emergency blood program contractual 
relationships have been established with all companies equipped 
to process blood into dried plasma and serum albumen. The 
capacity of these plants is being expanded and during 1951 the 
blood requirement will likely strain the facilities and personnel 
of all existing blood banks in the United States. The first 
shipment of whole blood to Korea was made on Aug. 25, 1950, 
and many shipments of type “O” b!ood have been made since. 
These have been made possib'e both through the increased 
quotas of Red Cross regional blood centers and also through 
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the active participation of many other blood banks, particularly 
of those located on the West Coast. 

The pattern of cooperation in the blood program will vary 
according to local conditions in the several states. The com- 
mittee recommends in order to avoid duplication and overlap- 
ping of effort and the confusion resulting therefrom, that each 
state medical society see to it that a state committee on blood 
banks be established whose function it would be to correlate 
the elements of the emergency b!ood program in its state and 
to see that the blood procured is properly channeled. These 
committees should include representation from hospitals, blood 
banks and the Red Cross. 

The committee has had the benefit of valuable and helpful 
information furnished by Drs. Albert E. Heustis, George D. 
Cummings and J. H. Ahronheim, Col. A. D. Howell of the 
State of Michigan and Dr. Lamar Soutter of Massachusetts 
regarding their current and planned programs for public par- 
ticipation in the emergency blood program. 

The committee is of the opinion that the most important 
problem in the blood program facing the American’ people is 
the procurement of large amounts of blood and plasma for 
military and civilian defense purposes and the dispersal of 
plasma and of blood equipment intended for ‘civilian defense 
uses to strategic points in the United States and possessions. 
The American Medical Association at this: time urges the 
President and the Congress of the United States to make avail- 
able at the earliest possible moment the necessary funds to 
expedite this program. The Association also urges on all 
community leaders in the United States that no steps be taken 
at this time which will divert public attention from the main 
problem. It is most likely that a complete and fool-proof civil 
defense program for the United States which would cover all 
risks could conceivably bankrupt the country; therefore, it is 
necessary in this field, as in all others, that concentration must 
be focused on the principal objectives with certain calcu‘ated 
risks. ; : 
A system of voluntary accreditation of blood banks should 
remain among the aims of the American Medical Association. 
In view of current conditions, however, the committee rec- 
ommends deferring the question for the present. Meanwhile, 
blood banks participating in the national emergency blood pro- 
gram should meet, as a minimum, the standards of the National 
Institutes of Health. ; 

The committee is continuing its statistical study of blood 
banks to obtain data on capacity and utilization. The special 
blood bank questionnaire sent in July to all blood banks listed 
in Bulletin 75 of the Bureau of Medical Economic Research 
has revealed that, in the event of a grave disaster, the number 
of donors who can be bled simultaneously can be increased 
threefold by hospital blood banks and twofold by nonhospital 
blood banks and Red Cross regional blood centers. (This 
refers to present equipment and personnel and to simultaneous 
bleeding capacity—not to the total amount of blood which could 
be drawn in one week or one month.) The amount of blood 
used annually by all hospitals can be estimated again only after 
analysis of the replies to the questions on blood included in 
the current hospital questionnaire for 1950 sent by the Council 
on Medical Education and Hospitals to all registered hospitals. 
The two analyses will be combined into a single study which 
should be completed before the next meeting of the House 
of Delegates. 


CoMMITTEE ON EMERGENCY 


SERVICE 


REFERENCE 
MEDICAL 


REPORT OF 


The Reference Committee on Emergency Medical Service 
to which these reports were referred reported as follows and 
the House adopted its report: 

The report of the Committee on Blood Banks and its sup- 
plementary report is an outstanding contribution to a subject 
that is deserving of our most important consideration in the 
present emergency. <A perusal of the reports is indicative of 
the careful thought and study given the matter. 

The report covers in detail the agreement at a meeting in 
Boston July 11 and 12, 1950, of the Committee on Blood and 
Blood Derivatives of the American National Red Cross, 
together with its Medical Advisory Committee on the National 
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Blood Program. At this meeting by invitation were repre- 
sentatives of the American Medical Association, the American 
Hospital Association and the American Association of Blood 
Banks. The agreement sets forth the relation among these four 
organizations in peacetime and in the event of a national emer- 
gency. The Committee on Blood Banks approved the agree- 
ment reached in Boston, and it has also been approved by the 
Board of Trustees. 

The committee is of the opinion that the most important 
problem in the b!ood program at this time is the procurement 
of large amounts of b!ood and plasma for military and civilian 
defense purposes and blood equipment intended for civilian 
defense uses at strategic points in the United States and its 
possessions. Your committee concurs in this opinicn. 

In its supplementary report the committee recommends that 
a state committee on blood banks be established in each state 
whose function would be to correlate the elements of the emer- 
gency blood program in its state. Your committee approves 
of this recommendation. 

In the opin.on of your committee, we are faced with a real 
emergency. ‘The time for talk is past. The time for action 
is here. Let us be realistic. The Committee on Blood Banks 
has told you what must be done. They cannot do it, neither 
can it be done at 535 North Dearborn Street. What we need 
is more blood and b‘ood derivatives. This can only be done 
by expand.ng exist.ng blood centers and establishing new ones 
in hospitais and laboratories and training the personnel neces- 
sary for this increased program. This can best be done, in 
our opinion, on the state and local levels with the full coopera- 
tion of the American Red Cross and every other American 
agency in any way related to blood procurement. And speak- 
ing of cooperation, your committee thinks it is hardly necessary 
to call your attention to the leading part the American Medical 
Association has taken in this movement. 

lt wouid therefore recommend (1) that the Board of Trus- 
tees, through whatever committee it may designate, strongly 
urge that a state committee on b.ood banks be promptly estab- 
lished in all its constituent associations, if not already estab- 
lished; (2) that these committees be advised of the necessity 
of full cooperation with all other agencies engaged in b.ood 
procurement programs; (3) that this state commuttee on b.ood 
banks proceed to develop promptly a blood program, having in 
nmund the statement in the supplementary report that it must be 
a three-pronged activity, each part of which must be baianced 
to keep the whole program in baiance, and (4) that a copy of the 
report of the Commitiee on Blood Banks and of its supplemen- 
tary report be sent to the secretary of each constituent asso- 
ciation for the information of its blood bank committee if in 
existence or to be established. Your committee trusts that 
all the delegates will carry back to their associations the 
information and recommendations of the Committee on Blood 
‘Banks and convey to their officers the emergency we are facing 
and the importance and the necessity of their prompt coopera- 
tion in the blood procurement program. 


Report of Judicial Council 

Dr. E. R. Cunniffe, Chairman, Judicial Council, presented 
the following report, which was referred to the Reference Com- 
mittee on Medical Education: 

This report will deal with activities of the Judicial Council 
since the American Medical Association Clinical Session held 
at Washington in December 1949, 

Several meetings have since been held, one on May 5, 1950 
in Chicago, several in June in San Francisco and a subsequent 
meeting on September 29 in Chicago. 

The questions presented at these meetings consisted frequently 
of complaints concern.ng the ethical conduct of individuals sus- 
pected of violating the Principles of Medical Ethics which 
should first have been considered by the county medical society. 
Such complaints are frequently referred by the Council back 
to the component society since they are the only organizations 
in our federated association with penal powers. An original 
decision by the Judicial Council in answer to some of these 
communications would prejudge the accused member and he, as 
an appellant, would then come for his final hearing to a 
prejudiced court. 








1476 





Other questions were answered personally by the chairman, 
expressing merely his own opinion with the assurance that the 
subject matter would be submitted to the Judicial Council for 
its decision at the next meeting. 

There were also considered the applications of candidates for 
Fellowship whose eligibility was questioned. Also those names 
presented for Hcnorary or Affiliate Fellowship were considered 
and recommended for election by the House of Delegates. 

The following portion of the report of the Committee on 
Hospitals and the Practice of Medicine was referred to the 
Council by the Board of Trustees for opinion: 

“If and when a physician is found to be unethical by the 
proper authorities as established through channels specified in 
the Constitution and By-Laws, and he is still retained on the 
staff of any hospital approved for resident or intern train.ng 
by the Council on Medical Education and Hospitals, it shall 
be the duty of the Judicial Council to request the Council on 
Medical Education and Hospitals to show cause as to why that 
Council should not remove such hospital from the approved 
list under the assumption that the hospital is just as unfit for 
the tra.ning of young physicians for unethical reasons as it is 
unfit because it may not or does not have proper filing systems 
for its laboratory or clinical records.” 

After due consideration the Council approves this portion 
of the report, and suggests modification of this section, deleting 
the words “. . . to show cause why that Council should not 
remove such hospital from the approved list.” The modifica- 
tion would read as follows: “it shall be the duty of the 
Judicial Council to request conference with the Council on 
Medical Education and Hospitals on the advisability of remov- 
ing such hospitals from the approved list.” 

At the last meeting of the House of Delegates, the following 
supplementary report of the Committee on Hospitals and the 
Practice of Medicine was referred to the Judicial Council: 

“The Committee believes that if the following pattern were 
followed the possibility of solving any controversy between 
physician and hospital would be greatly improved: 

“When a physician believes he has a legitimate complaint 
against hospiial management, he should first attempt to soive 
the difficulty at the staff level. And it is incumbent on the 
medical staff to assist in arriving at a fair and proper solution. 

“If no solution is reached at this level, the physician should 
appeal to the appropriate committee of his county medical 
society for advice and assistance. ‘lhe county medical society 
committee should develop methods for contacting hospitals, 
management and boards, as well as local associations represent- 
ing hospitals, in order that all sides of the controversy may 
be understood and personality difficulties minimized. 

“When a solution seems impossible through the good offices 
of the county medical society, mechanisms shou!d be available 
for presentation of the matter to the state medical association 
of which the physician is a member. Here, again, for the 
purpose of receiving all available facts and opinions, the state 
medical association should develop liaison with the state hos- 
pital association. 

“To facilitate the consideration and mediation of physician- 
hospital controversies, specific authorization to handle such 
matters should be given to some committee of both county and 
state medical societies. In the larger county societies and the 
state associations this function could be best carried out through 
a special committee created for just this purpose. It should 
be the function of such committees to mediate differences in 
the light of the existing state laws, the Principles of Medical 
Ethics and the best interests of the patients. 

“The services of the Correlating Committee on Extension 
of Hospitals and Other Facilities of the Council on Medical 
Service, working with a similar committee of the American 
Hospital Association, should be available to study and assist 
in solving physician-hospital problems which seem unsolvable 
at the local and, state levels. For formal opinion or adjudica- 
tion, however, the portfolio should be presented to the Judicial 
Council.” 

The Judicial Council approves of this report and feels its 
recommendations should be accepted by all state associations 
and component societies and steps taken to expedite the carry- 
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ing out of the provisions of this program. The Council note with 
satisfaction that several such committees have already been 
appointed by several state associations and component societies. 

Members of the Judicial Council particularly enjoy the not 
infrequent requests that are received from other professional 
groups for advice or for copies of the Principles of Medical 
Ethics as a guide to the development of similar guidance in 
professional conduct. 

Students taking ethics for the subject of a thesis ask for 
copies of the booklet of Principles and seek our advice on 
related subjects. The Principles of Medical Ethics are acknowl- 
edged to be the highest of any profession except that of the 
clergy, whose principles are derived from the tenets of their 
individual religicn. All these should lead to united effort to 
maintain our exalted ethical standards. 

Respectfully submitted, 

Epwarp R. Cunnirre, Chairman. 
Water F. DoNnaLpson. 

H. L. Pearson Jr. 

J. B. Luxrns. 

Louis A. Bute. 

Georce F. Lut, ex officio. 


Report OF REFERENCE COMMITTEE ON 
MepicaL EpucATION 

The reference committee presented the following report, 
which was adopted: 

After due consideration your reference committee recommends 
that the report of the Judicial Council be approved and further 
recommends that the House of Delegates concur in its 
recommendations. 


Supplementary Report of Board of Trustees on 
Federal Aid to Medical Education 

Dr. Louis H. Bauer, Chairman, Board of Trustees, presented 
the follow.ng report, which was referred to the Reference Com- 
mittee on Medical Education: 

The American Medical Association has been asked whether 
it would modify its stand on federal aid to medical education 
for the period of the emergency. 

The following points should be borne in mind: 

1. All medical schools are at present operating at or nearly 
at capacity. Enrolment in medical schools is at an all time 
high. 

2. Any further increase in enrolment can be accomplished 
only in one of two ways: (a) by increasing physical faci:ities 
and teaching personnel or, (b) by decreasing standards in 
medical education. 

3. Even if increased enrolment were now possible, it would 
be four years before any additional doctors could graduate. 
To increase enrolment by increasing physical facilities will 
require considerably longer than the four years above mentioned. 

4. Therefore, it is doubtful if the emergency can be helped 
no matter what procedure is adopted and the problem should 
be considered rather from its long range aspect. 

The attitude of the American Medical Association on federal 
aid to medical education has been misconstrued and often 
deliberately so. 

The American Medical Association would not oppose federal 
aid to medical education if it could be assured of two things: 
First, that any legislation would guarantee absolute freedom of 
medical education from government control; second, that all 
sources of private support for medical education have been 
exhausted. Up to the present, neither of these is assured. 

The American Medical Association recognizes that some 
medical schools are now in financial difficulties, and in view 
of the national emergency may face greater ones. The extent 
of these financial difficulties has not been made clear. Recog- 
nizing the greater or less need for financial assistance to med- 
ical schools beyond what they are now receiving, the Amer- 
ican Medical Association nevertheless believes that further 
efforts should be made to obtain these funds from private 
sources. Furthermore, the Association is willing to lend its 
support to a campaign for raising funds for medical education 
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among the professions, industry and labor. It urges that such 
an all out drive be started immediately. 

In formulating any plan for emergency medical service, con- 
sideration should be given to several factors: 1. Economical 
use of medical man power by establishing and maintaining a 
proper balance between military and civilian needs; 2. Pro- 
yision for rotation of doctors in the armed services so as to 
equalize the burden on the individual and disrupt as little as 
possible the teaching faculties and thus allow for a continuous 
progression of trained specialists and practitioners into the 
active professions; 3. The flow of properly trained students 
into the medical schools should be continued at the present or a 
greater level; 4. Postgraduate instruction should be maintained 
or increased so as to provide the number of doctors required 
not only in specialties but in general practice. 


REPORT OF REFERENCE COMMITTEE ON 
MepicaL EpUCATION 
The reference committee presented the following report which 
was adopted: 
Your reference committee recommends approval 
report. 


of this 


Report of Interim Committee on Constitution 
and By-Laws 
Dr. Joseph D. McCarthy, Chairman, presented the following 
report : 
Mr. Speaker and Members of the House of Delegates: 


RESOLUTION ON AMENDMENTS TO CONSTITUTION AND BY-LAWS 
FOR ADDITION OF COMMITTEE ON CONSTITUTION AND 
BY-LAWS TO STANDING COMMITTEES 
Wuereas, The Interim Committee on Constitution and By-Laws 
believes that it is impor.ant that the American Medical Association have 
a permanent Committee on Constitution and By-Laws so that the Consti- 
tution and By-Laws of the American Medical Asscciation may be kept 
up to date and that suggestions and resolutions which would amend the 

Constitution and By-Laws may be given careful study; and 

Wuereas, The Interim Committee on Constitution and By-Laws is 
unanimously of the opinion that a special committee should be provided 
which would act during the interim between meetings of the House of 
Delegates of the American Medical Associaticn as a fact finding and 
advisory committee relative to matters pertaining to the Constituticn and 
By-Laws so that the House of Delegates would have the benefit of its 
rescarch; therefore be it ’ 

Resolved, That Chapter X of the By-Laws, Section 4(B) be amended 
to include a new final paragraph which will read as follows: 

The standing Committee on Ccnstitution and By-Laws shall consist 
of five Member or Service Fellows clected by the House of Delegates 
on nomination of the Board of Trustees for terms of five years, so 
arranged that at each annual session the term of one member expires. 
At the 1951 annual session one member shall be elected for a term 
of one year, one for two years, one for three years, one for four 
years and one for five years. The President, Secretary, Assistant 
Secretary, a member of the Bcard of Trustees and the Speakcr and 
Vice Specker of the House of Delega'es shall be ex officio members of 
this committee without the right to vote. 

and to include a new paragraph (5) under (I) DUTIES, as follows: 

This committee shall be a fact finding and advisory committee on 
matters pertaining to the Constitution and By-Laws. It shall report to 
the House of Delegates. 


SINGLE MEMBERSHIP CLASSIFICATION 

The Interim Committee on Constitution and By-Laws was 
instructed by the House of Delegates during the 1950 Annual 
Session to study the merits of proposals made by some to 
amend the Constitution and By-Laws whereby it would provide 
for one general classification of members. This single mem- 
bership classification would entitle all members to all rights and 
privileges now accorded to members and Fellows. 

Your committee has deliberated this question at length, each 
member stating his reasons in writing for his ultimate con- 
clusions. 

The opinions expressed by the individual members unanimously 
Oppose any amendment to the Constitution and By-Laws which 
would change the present distinction between a member and 
a Fellow. 

The Interim Committee on Constitution and By-Laws recom- 
mends to the House of Delegates that the membership and 
Fellowship classification provided for in the 1950 edition of the 
Constitution and By-Laws be retained. 
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PROPOSED AMENDMENTS TO THE CONSTITUTION 
AND BY-LAWS 

The following proposed amendments to the Constitution and 
By-Laws have been given serious consideration by your com- 
mittee, which unanimously recommends their adoption. 

The amendments to the Constitution will lay over until the 
next meeting of the House of Delegates. The amendments to the 
By-Laws, following the recommendations of the Reference 
Committee on Amendments to the Constitution and By-Laws, 
can be adopted at this session. 

CoNSTITUTION 

1. Amend Articie 5, Section 1 (B) to read: “Associate 
Members.—Associate membership in the American Medical 
Association shall be limited to those members of constituent 
associations who are not active members of the American 
Medical Association or the constituent association and who 
hold the degree of Doctor of Medicine or Bachelor of Medicine, 
subject to the provisions of the By-Laws.” 

Amend Article 5, Section 1 by adding new paragraph: “(C) 
A member shall retain his active or associate membership as 
long as he complies with the provisions of the Constitution 
and By-Laws and with the Principles of Medical Ethics of the 
American Medical Association.” 

2. Amend the last sentence of Article 6, Section 2 so that 
it will read: “The general officers, the past Presidents of 
the Association, the General Manager, the Editor of Tuer 
JOURNAL OF THE AMERICAN MEpICAL ASSOCIATION, the chair- 
men of the several standing committees and two delegates 
elected by the Student American Medical Association shall be 
ex officio members of the House of Delegates without the right 
to vote.” 

3. Amend the first sentence of Article 6, Section 3, so that it 
will read: “The number of delegates from the constituent 
associations shall be proportional to the number of dues paying 
active members of the American Medical Association in the 
respective constituent associations as provided in the By-Laws.” 

4. Amend Article 11 so that the first sentence will read: 
“Funds may be raised by equal annual dues or by assessment 
on each of the active members on recommendation by the Board 
of Trustees and after approval by the House of Delegates.” 


By-Laws 


5. Amend Division One, Chapter II, Section 2, the first sen- 
tence, so that it will read: “Sec. 2. Dues——Annual dues may 
be prescribed for the ensuing calendar year in an amount 
recommended by the Board of Trustees and approved by the 
House of Delegates.” 

and amend the same paragraph by inserting the following 
new third sentence, “The Board of Trustees may excuse a mem- 
ber from paying dues when it is deemed advisable, provided that 
he is excused from the payment of full dues by his component 
society and constituent association.” 

and further amend the last sentence of the same paragraph 
by deleting the words, “such subscription to begin Jan. 1, 1951,” 
so that the sentence will read: “Dues shall include subscrip- 
tion to THE JOURNAL OF THE AMERICAN MEDICAL ASSOCIATION.” 

Amend the same Section 2 of Chapter II, so that it shall read: 
“An active member is delinquent if his dues are not paid by 
December 31 of the year for which dues are prescribed and 
shall forfeit his active membership in the American Medical 
Association if he fails to pay the delinquent dues within 39 days 
after the notice of his delinquency has been mailed by the 
Secretary of the American Medical Association to his last 
known address.” 

6. Amend Division Two, Chapter IV, © Section 2, the fifth 
paragraph, so that the first two sentences will read: “A Mem- 
ber Fellow shall pay annual Fellowship dues which shall be 
determined by the Board of Trustees and announced in THE 
JOURNAL OF THE AMERICAN MeEpicaL Association. It shall 
be the privilege of a Member Fellow to subscribe for any 
other scientific journal published by the Association in lieu of 
THE JOURNAL OF THE AMERICAN MEDICAL ASSOCIATION to 
which he is entitled as a member.” 

and further amend Division Two, Chapter IV, Section 2, 
so that the last sentence of the fifth paragraph beccmes a new 
paragraph. 








7. Amend Division Two, Chapter IV, Section 2 (C), last 
sentence to read: “Affiliate Fellows shall pay Fellowship dues 
and shall enjoy the privileges of the Scientific Assembly without 
the right to vote or hold office.” 

8 Amend Division Two, Chapter V, so that the second cate- 
gory shall read: “(2) Active or Associate Members ;” 

9. Amend Division Two, Chapter VII, Section 3, first sentence 
to read: “The officers of each section shall be a chairman, a vice 
chairman, a secretary, the delegate, a representative to the Scien- 
tific Exhibit and such other officers as the section As 

10. Amend Division Two, Chapter VII, Section 5, by adding 
the following new paragraph: 

“(D) Section Representatives to the Scientific Exhibit.— 
The section representatives shall assist the Committee on 
Scientific Exhibit of the Board of Trustees in obtaining out- 
standing scientific exhibits and advise the Committee on the 
selection of material submitted and on all other matters pertain- 
ing to exhibits in their respective specialties.” 

11. Amend Division Three, Chapter IX, Section 1, (A) so 
that this paragraph shall read: “In order to be eligible for 
election to membership in the House of Delegates, a physician 
must have been a dues paying active member of the American 
Medical Association and a Member Fellow of the Scientific 
Assembly for at least the two years immediately preceding the 
session of the House at which he is to serve. Service Fellows 
need not be dues paying active members.” 

12. Amend Division Three, Chapter IX, Section 1 (B), second 
paragraph to read: “Secretaries of constituent associations, sec- 
retaries of sections of the Scientific Assembly, the Surgeons Gen- 
eral of the United States Army, the United States Navy, the 
United States Air Force and the United States Public Health 
Service ani the Chief Medical Director of the Veterans Adminis- 
tration shall certify delegates and alternates to the Secretary of 
the American Medical Association.” 

13. Amend Division Three, Chapter IX, Section 1 (C) to read: 
“The opportionment of delegates from each constituent associ- 
ation shall be one delegate for each thousand (1,000) or fraction 
thereof, dues paying active members of the American Medical 
Association as recorded in the office of the Secretary of the 
American Medical Association on December 1 of each year.” 

14. Amend Division Three, Chapter X, Section 4 as follows: 
“Sec. 4. Standing Committees—(A) The following are the 
standing committees of the House :” 

and add as a final category, 

“(5) Committee on Constitution and By-Laws.” 

and further amend Chapter X, Section 4 by adding the 
words “and Committees” after the words “The Councils” in the 
first sentence of paragrph (C), and by adding the words, “and 
Committee” after the words, “Each Council” in the first sentence 
of paragraphs (D) and (E); 

and amend the same section, Paragraph (F) to read: 
“(F) Each Council and Committee shall have authority to 
appoint subcommittees subject to the approval of the Board 
of Trustees for any purpose within the functions of the Council 
or Committee.” 

and further amend the same section by adding the words, 
“and Committees” at the end of Paragraph (G) so that that 
paragraph will read: “(G) Headquarters—The Association 
headquarters shall be the headquarters of all Councils and 
Committees.” 

and further amend the same Section by adding the words, 
“and Committee” after the words “Each Council” in the first 
sentence of paragraph (H). 

15. Amend Division Three, Chapter X, Section 5, (D) (4) to 
read: “(4) Medical Education and Hospitals, to which shall be 
referred all matters relating to medical education and hospitals.” 

16. Amend Division Three, Chapter XII, Section 6, by adding 
final paragraph “(I) Be an ex officio member of all standing 
committees of the House of Delegates and the Board of Trustees 
without the right to vote.” 

17. Amend Division Three, Chapter XIII, Section 4, (C) to 
read as follows: “(C) Appoint an editor or editors for all or any 
of the Association’s publications. The Editor of Tae JourNaL 
OF THE AMERICAN MEpICcAL AssocIATION shall be an ex officio 
member of all standing committees of the House of Delegates and 
the Board of Trustees without the right to vote.” 
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and further amend the same section by adding a new 
paragraph “(E) Appoint an Assistant Secretary. He shall be 
an ex officio member of all standing committees of the House 
of Delegates and the Board of Trustees without the right to 
vote.” 
This amendment necessitates the relettering of the remaining 
paragraphs of Section 4, so that former paragraphs (E), (F) 
and (G) will become paragraphs (F), (G) and (H) respectively. 


Respectfully submitted, ; 
' , Josern D. McCartuy, Chairman. 


Louts A. Bute. 
Epwin S. HAMILTON. 
STANLEY H. OssBorn. 
Britton E. Pickett. 
FLoyp S. WINSLow, 
and ex officio 

FRANK F. Borzett. 
Ernest B. Howarp. 
Georce F. Lut. 
James R. REULING. 


Report OF REFERENCE COMMITTEE ON AMENDMENTS 
To CONSTITUTION AND By-Laws 

This report was referred to the Reference Committee on 
Amendments to the Constitution and By-Laws, which presented 
the following report which was adopted and the By-Laws 
amended as indicated while the proposed amendments to the 
Constitution will lie over until the annual session in June, 1951: 

1. Your committee approves the resolution of the Interim 
Committee on Constitution and By-Laws and recommends its 
adoption. 

2. The proposed amendments offered by the Interim Com- 
mittee on Constitution and By-Laws are recommended for adop- 
tion with the following amendment : That in the sentence reading 
“The general officers, the past Presidents of the Association, the 
General Manager, the Editor of THe JouRNAL or THE AMERI- 
cAN Mepicat AssocraTion, the chairmen of the several Councils” 
etc., the word “Councils” shall be changed to “standing com- 
mittees.” 


Supplementary Report of Board of Trustees on 
Resolution on Council on Federal 
Medical Services 


Dr. Louis H. Bauer,. Chairman, Board of Trustees, presented 
the following report, which was referred to the Reference 
Committee on Insurance and Medical Service: 

During the June 1950 Session of the House of Delegates 
Dr. James C. Sargent introduced a resolution entitled, “Reso- 
lution on Council on Federal Medical Services.” On recom- 
mendation of the reference committee, the resolution was 
referred to the Board of Trustees for further study. After 
further study the Board of Trustees referred the Resolution 
to the Council on Medical Service with the suggestion that the 
Council’s Committee on Medical Care of Veterans “be expanded 
to include federal personnel.” 

The Council is in agreement with the suggestion of the Board 
of Trustees and recommends to the House of Delegates that 
the name of the Council’s Committee on Medical Care of 
Veterans be changed to Committee on Federal Medical Services. 
On approval of this recommendation, the Council will enlarge 
the personnel of this Committee to meet the requirements of 
the specific functions enumerated in the resolution; that is, 
(a) advising the Board of Trustees on all aspects of the several 
forms of federally supplied medical care either now or to be 
established; (b) serving the Board of Trustees and the Asso- 
ciation in conference with and in representations to both 
nongovernmental and governmental agencies interested in the 
several forms of federally supplied medical care; and 
(c) advising the House of Delegates at each of its regular and 
special sessions on any policy or change in policy of the Asso- 
ciation relating to the several forms of federally supplied medical 
care which may require its consideration and action. 

In order to carry out these functions, the Council recognizes 
the necessity of the fullest possible cooperation between this 
Committee, the Council on National Emergency Medical Service, 
the Committee on Chronic Diseases, the Washington Office and 
other councils, bureaus, and committees within the Association. 
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REPORT OF REFERENCE COMMITTEE ON INSURANCE AND 
MeEpIcAL SERVICE 

The reference committee presented the following report which 
was adopted: 

In the Supplementary Report of the Council, the section on 
Federal Medical Services, the committee recommends the 
approval of lodging this function in the present Council Com- 
mittee on Medical Care of Veterans and the change of the name 
to the Committee on Federal Medical Services; it recommends 
that the three paragraphs on the functions of the Committee, 
a, b, and c, be corrected accordingly so that in a the words 
“Council on Medical Service” will be substituted for the words 
“Board of Trustees,” in b, the words “Council on Medical Ser- 
vice” will be substituted for the words “Board of Trustees and 
the Association,” and in c, the words “Council on Medical 
Service” be substituted for the words “House of Delegates.” 
These corrections are made in line with the mechanical changes 
suggested. 


Report of Council on Medical Education and Hospitals 

The Report of the Council on Medical Education and Hos- 
pitals (See THe Journat, Oct. 21, 1950, pages 662-666) was 
referred to the Reference Committee on Medical Education, 
which reported a- follows and the report was adopted: 

Your reference committee has considered the report of the 
Council on Medical Education and Hospitals. Your committee 
commends the Council for the splendid service which it has 
rendered and for the clear and concise report which it has made 
of its many activities in the past year. It is recommended that 
all members of the House of Delegates read the report of the 
Council on Medical Education and Hospitals. Your committee 
expresses the hope that the Council on Medical Education and 
Hospitals will continue its consideration of the critical problem 
of medical education in the current emergency as well as the 
Survey of Medical Education. Your committee has considered 
the report of the Council on the financial support of medical 
schools. 

Your committee recommends the approval of the report of 
the Council on Medical Education and Hospitals. 


Report and Supplementary Report of Council 
on Scientific Assembly 
The Speaker referred the Report of the Council on Scientific 
Assembly (See THE JourNAL, Oct. 21, 1950, page 667) and its 
following supplementary report to the Reference Committee 
on Sections and Section Work: 


To the Members of the House of Delegates of the American 
Medical Association: 
The Council met on November 17 in Chicago and on Decem- 
ber 4 in Cleveland. The Conference of Section Secretaries also 
met with the Council in Chicago on November 17. 


SECTION ON ALLERGY 

On November 17 a request to recommend the establishment 
of a Section on Allergy was presented to the Council by 
Dr. Harry L. Huber of Chicago. After due consideration, the 
Council voted to recommend to the House of Delegates that a 
Section on Allergy be not established at this time. At the 
same meeting, the Council voted to grant a Session on Allergy 
in the Section on Miscellaneous Topics at the 1951 Atlantic City 
Annual Session, . 


1951 ATLANTIC CITY ANNUAL SESSION 
No change in the general form of the Scientific Assembly is 
anticipated for the 1951 Annual Session. The section secretaries 
have their programs well advanced and the Council has already 
filled most of the places on the list of speakers for the General 
Scientific meetings. 
1951 HOUSTON CLINICAL SESSION 
The Council notes with pleasure the appointment by the 
Board of Trustees of Dr. James T. Billups, of Houston, Texas, 
as Chairman of the Local Committee on Arrangements for the 
Houston Clinical Session, to be held Dec. 4-7, 1951. Conferences 
with Dr, Billups have already been held and the Council 
plans to meet in Houston in March of next year. 
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The Southern Medical Association meets in Dallas a few 
weeks prior to the Clinical Session of the American Medical 
Association in Houston. Both associations may suffer from 
the close juxtaposition of these two meetings. There is bound 
to be considerable duplication in audience and in speakers who 
participate in the clinical lectures or presentations. This also 
applies to exhibitors, both commercial and scientific. 

In view of a contract already signed with the Houston 
authorities, the Council will do its best to provide a suitable 
program, depending largely, as usual, on the Local Committee on 
Arrangements. The addition of Dr. Samuel P. Newman of 
Denver to the membership of the Council to fill out the 
unexpired term of Dr. Larson, now a member of the Board 
of Trustees, should be helpful to the Houston Committee, as 
he was responsible for the splendid program arranged for the 
Denver Clinical Session in 1950, which had to be suddenly given 
up when the meeting was transferred to Cleveland. 

1950 CLEVELAND CLINICAL SESSION 

The Council desires to express its appreciation at this time 
to the Local Committee on Arrangements for the 1950 Cleveland 
Clinical Session. Headed by an ab!e chairman, Dr. Fay A. 
LeFevre, all members of the committee are to be congratulated 
on the exhibits, the television and clinical programs of high 
quality presented at this Clinical Session. 


REFERENCE COMMITTEE ON SECTIVNS AND 
Section Work 

The reference committee presented the following report, which 
was adopted: 

Your Reference Committee on Sections and Section Work 
wishes to make the following report: 

1. Your reference committee had referred to it the report 
of the Council on Scientific Assembly together with a supple- 
mentary report, in which the Council had made certain specific 
recommendations : 

A. Section on Military Medicine: After duly considering 
the request made by the House of Delegates at the last Annual 
Session in San Francisco that a Section on Military Medicine 
be established, the Council on Scientific Assembly has recom- 
mended the establishment of a new Section on Military Medicine. 
Your reference committee has given this matter serious thought 
and is in full accord with this action of tht Council, particularly 
now that the importance of military medicine in the national 
defense in our present emergency has taken on added signifi- 
cance. Your reference committee therefore recommends to 
the House of Delegates the establishment of a new Section on 
Military Medicine. 

B. Change in name of Section on Preventive and Industrial 
Medicine and Public Health: Your reference committee is in 
agreement with the recommendation of the Council that the 
name of the Section on Preventive and Industrial Medicine 
and Public Health not be changed. 

C. Section on Medicine in Industry: Your reference com- 
mittee approves the recommendation of the Council that a Sec- 
tion on Medicine in Industry not be established. 

2. Resolution on Change in Name of Section on Nervous and 
Mental Diseases: Your reference committee, after due con- 
sideration, recommends that this resolution be disapproved. 

3. Your reference committee has reviewed the work of the 
Council on Scientific Assembly and wishes to express apprecia- 
tion for its splendid accomplishments. 


REPORT OF 


Report and Supplementary Report of 
Council on Medical Service 

The Speaker referred the Report of the Council on Medical 
Service (See THe JouRNAL, Oct. 21, 1950, pages 668-670) and its 
mimeographed supplementary report to the Reference Com- 
mittee on Insurance and Medical Service, which presented 
the following report which was adopted: 

The printed portion of the report of the Council on Medical 
Service deals chiefly with Committees of the Council, Indigent 
Medical Care, Grievance Committees, the Physicians Placement 
Service and the Distribution of Printed Material. The com- 
mittee feels the Council has planned well and accomplished 
much within the limits of its budget and staff. The committee 
recommends the approval of the printed report. 
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In the supplementary report of the Council, the Section on 


Federal Medical Services, the Committee recommends the: 


approval of lodging this function in the present Council Com- 
mittee on Medical Care of Veterans and the change of the 
name to the Committee on Federal Medical Services; it rec- 
ommends that the three paragraphs on the functions of the 
Committee a, b, and c, be corrected accordingly so that in a 
the words “Council on Medical Service” will be substituted 
for the words “Board of Trustees,” in b, the words “Council 
on Medical Service” will be substituted for the words “Board 
of Trustees and the Association,” and in c, the words “Council 
on Medical Service” be substituted for the words “House of 
Delegates.” These corrections are made in line with the 
mechanical changes suggested. 

The recommendations regarding possible policy concerning 
temporary disabiiity compensation insurance were reviewed and 
many witnesses with varying viewpoints were heard. Some 
information on the subject was contained in the Council’s report 
and witnesses presented a number of exhibits based on the 
subject. It was ascertained that a complete digest of the infor- 
mation that the Council’s staff has assembled has not as yet 
been made and until this has been done it is doubtful whether 
the House of Delegates will be in a position to formulate a 
complete policy respecting the best methods of provid.ng such 
coverage. It appears that the Council will be ab‘e to supply 
this to every member of the House of Delegates early in May 
and the committee recommends that it do so. In the interim, 
the Council is in a position to supply the information it has 
to any state societies needing it. 

It is recommended pend.ng the establishment of a policy on 
the subject of temporary disability compensation insurance that 
the following minimum safeguards ought to be observed: 

1. In the case of possib’e legislative enactment the preven- 
tion of abuse and extension of the program into allied fields; 

2. Limitation of benefits to cash indemnity ; 

3. Limitation of physician’s duty to reports on diagnosis, 
prognosis and ability to work. 

4. Provision of medical supervision or review for maintenance 
of suitable standards of reporting. 

On the subject of Voluntary Health Insurance, the House 
should note the commendable progress outlined in the report. 

The House should reiterate at this time the necessity for 
the expansion of benefits offered under voluntary service plans 
as rapidiy as will be consistent w.th sound insurance practice. 
Among those attenticn is drawn not only to catastrophic cover- 
age, and home and office service coverage, but particularly the 
extension of periods of grace occasioned by temporary 
unemployment. 

The conferences on the provision of nursing services are 
most praiseworthy and approval of that portion of the report 
is recommended with the deletion of the paragraph which 
follows the listing of eight problems to be considered, the 
paragraph which makes reference to commercial carriers. 

The recommendations with respect to relations with lay 
sponsored voluntary health plans outlining the mechanism and 
mode of accreditation are well thought out and the committee 
recommends their approval. 

The committee desires to make the following general obser- 
vations regarding the functions of the Council on Medical 
Service with recommendations to the House: 

The Council on Medical Service has within its sphere of 
activity some of the principal responsibilities of the American 
Medical Association relating to the positive program of the 
Association in making studies and devising means for getting 
more and better medical care to the American: people. With 
particular approval the committee has heard the statement 
from the Chairman of the Board that the support of the Coun- 
cil’s activities is to be increased. Hitherto the Council has 
conducted its activities with a very small staff and very limited 
appropriations. The committee believes that the staff has been 
insufficient even to make an expert analysis of the data the 
Council possesses. The committee envisages in the immediate 
future the necessity for proceeding on a greatly expanded pro- 
gram of studies and the active promotion by the American 
Medical Association in all needful areas of every sound means 
of supplying medical service. Among many needed projects 
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might be mentioned pilot studies in the provision of care, in 
the further discovery of local gaps in medical care, and the 
establishment of a revolving fund to be utilized in the physician 
placement service. Furthermore, war conditions are likely to 
produce dislocations of medical service which will furnish special 
and urgent prob!ems for the Council. A greatly augmented 
staff, strengthened in every particular, is requisite. The mem- 
bers of the Association have demonstrated that they can mobil- 
ize funds for the negative aspects of our program and it is 
now shown that they are just as willing to accumulate large 
amounts for the positive phase. The House might well indicate 
to the Board its entire support for the greater extension of 
the functions of this Council for the purpose mentioned and 
the committee so recommends. 


Resolution on Facilities of the American Medical 
Association Available in Serving the Nation 
Dr. R. B. Robins. Arkansas, presented the following resolu- 

tion which was adopted: 


Wuenreas, Our nation and the United Nations are now facing the most 
fateful decisions in their history in prctecting and preserving the 
liberties and freedoms for which they were created; and 

Wuereas, The undeclared war now being waged against the United 
States and the United Nations in Korea is growing more serious hourly; 
and 

Wuereas, Our nation and the other free nations of the world require 
at this hour and in the ominous days and weeks ahead the fullest 
support of our united pecples; and 

Wuexeas, This siti: ation imposes on the medical profession, both in 
the care of our fighting men and of our civilian populations, the heaviest 
of rcsponsibilitics; and 

Wuereas, The American Medical Association, acting through its 
House of Delegates and representing its 148,000 members, desires to 
discharge fully these responsibilities in serving the men of the armed 
forces and the civilian population; therefore be it 

Resolved, By the House of Delegates of the American Medical 
Association that the President of the United States, as Commander-in- 
Chief of our armed forces, be informed that the facilities of the 
American Medical Association will be used in a!l ways possible and 
necessary in serving the nation and in providing the best of medical 
care to soldicr and civilian alike, 


Resolution on Absentee Ballot 

Dr. James Z. Appel, Pennsylvania, presented the following 
resolution : 

Wuenreas, It is the duty of every citizen of the United States to 
exercise his or her privilege of the ballot; and 

Wuenreas, There is a griat variation in the laws of the states regarding 
absentee ballcts, some sictcs having no absentee ballots, others having 
such ballots but regulations being such that make it extremely difficult 
to exercise a vote by absentee ballot; and 

Wuereas, During election week of 1950 several state, regional and 
national medical organizctions held sessions thus preventing their member- 
ship from exercising thcir privilege of the ballot; therefore be it 

Reselved, That the House of Delegates of the American Medical 
Association request the Loard of Trustees to memorialize all medical 
organizations regarding the error of scheduling state, national and regional 
medical mectings at times of election. 


Report OF REFERENCE COMMITTEE ON MISCELLANEOUS 
BusINESsS 

The Reference Committee on Miscellaneous Business, to 
which this resolution was referred, submitted the following 
report, which was adopted: 

Your Reference Committee on Miscellaneous Business heartily 
agrees with the intent of the resolution and feels that it is incon- 
sistent and unthoughtful for medical organizations to urge doc- 
tors to get out and vote and then arrange meetings which 
interfere with this privilege. Your committee requests that edi- 
torial comment be made on this problem in THE JoURNAL of the 
American Medical Association in order that the purpose of this 
resolution may be implemented. It, therefore, recommends the 
adoption of this resolution. 


Resolutions on Hospital Standardization Program 

Dr. James Z. Appel, Pennsylvania, presented the following 
resolutions : 

Wuenreas, The House of Delegates of the American Hospital Association 
at its recent mecting at Atlantic City authorized the trustees of the 
American Hospital Association to establish a Hospital Standardization 
Program; and 

Wuereas, The Anierican College of Surgeons did express a desire 
to withdraw from the hospital standardization field; now, therefore, 
be it 
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Resolved, That the Howse of Delegates of the American Medical 
Association expresses its disapproval of (1) the plans of the American 
Hospital Association regarding the existing hospital standardization 
program of the American College of Surgeons and (2) the plan of the 
American Hospital Association to establish a hospital standardization 
program either as an independent enterprise or as a transfer to the 
hospital association; and be it further 

Resolved, That any new hospital standardization program be a joint 
venture whereby the medical components of the plan would set medical 
practice standards and the administrative components would set non- 
medical standards, each group having representation on the board which 
will be the final authority. 


Report OF REFERENCE COMMITTEE ON MeEpICAL EDUCATION 

The Reference Committee on Medical Education, to which 
the resolutions ‘were referred, presented the following report, 
which was adopted: 

Your committee gave serious consideration to the resolutions 
presented by Dr. James Z. Appel on the subject of hospital 
standardization. Your committee agrees with the principles 
expressed in the resoluticn but because of the study be:ng 
given to this matter at the present time, your committee feels 
that no action should be taken. , 


Resolution on Mail Deliveries 

Dr. James Z. Appel, Pennsylvania, presented the following 
resolution : 

Wuereas, The present restricted schedule of first class mail deliveries 
and collections has resulted in serious inconvenience to the public; and 

Wuereas, This situation has been a particular hardship to physicians 
in the performance of their important professional duties; therefore 
be it 

Resolved, That the House of Delegates of the 
Association go on record as strongly urging the prempt restoration of 
previous first class delivery and collection schedules in the Post Office 


American Medical 


Department. 


Report OF REFERENCE COMMITTEE ON MISCELLANEOUS 
BUSINESS 

The Reference Committee on Miscellaneous Business pre- 
sented the following report, which was adopted: 

Your Committee on Miscellaneous Business is in sympathy 
with the intent of the resolution but feels that this is not perti- 
nent to the affairs of the House of Delegates of the American 
Medical Association. It, therefore, recommends that this reso- 
lution not be adopted. 


Resolution on Absence of Dr. Roy Fouts 

Dr. James Z. Appel, Pennsylvania, submitted the following 
resolution, which was adopted: 

Wuereas, Dr, Roy Fouts, a member of this House of Delegates for 
28 years, during which time he most ably served as Vice Speaker and 
Speaker of the House of Delegates, is unable to attend this session due 
to illness; be it 

Resolved, That the House of Delegates express its sincere hope for 
his speedy recovery and inform him that his absence from this session 
has created a definite loss to the American Medical Association. 


Resolution on Proposed Amendment to Principles of 
Medical Ethics 

Dr. Allen T. Stewart, Texas, presented the following reso- 
lution proposing an amendment to the Principles of Medical 
Ethics : 

Wuereas, On June 6, 1949, at the recommendation of the Judicial: 
Council, the House of Delegates of the American Medical Association 
approved a revision of the Principles of Medical Ethics; and 

Wuereas, In Section 6, Chapter I of these revised Principles of 
Medical Ethics there are two sentences which read “An ethical physician 
does not engage in barter or trade in the appliances, devices or remedies 
prescribed for patients, but limits the sources of his professional income 
to professional services rendered the patient. He should receive his 
remuneration for professional services rendered only in the amount of 
his fee specifically announced to his patient at the time the service is 
rendered or in the form of a subsequent statement, and he should not 
accept additional compensation secretly or openly, directly or indirectly, 
from any other source”; and 

Wuenreas, An interpretation of these sentences by the Judicial Council 
classifies as unethical many accepted practices of physicians, necessary 
for the proper care and prvtection of their patients, particularly in rural 
areas and in smaller communities; and 

Wuereas, A code of ethics should be so worded as to be reasonable 
and susceptible of universal application to all members of the society, 
irrespective of the size or location of their community; and 
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Wueress, The enforcement of this provision of the Principles of 
Medical Ethics would be a restrictive infringement on the freedom of 
physicians to indulge in many legitimate businesses related to their 
profession; and 

Wuereas, The Federal Government is using these sentences as an 
entering wecge to restrict and legally control the independent and 
nonprofessional busincss activities of the members of the medical 
profession thereby depriving them of their constitutional rights to 
private enterprise; and 

Wuereas, The disregarding of this provision of the Principles of 
Medical Ethics wovld provide opportunities for charges of hypocrisy, 
evasion and subterfuge against the medical profession, as it is well 
known that many reputable physicians have interests or stocks in 
enterprises connected with the medical profession, which ownerships and 
interests are considered entirely proper by the profession and community 
as a whole, but which would be outlawed and declared unethical by the 
aplication of the provisions of these sentences in Section 6, Chapter I; 
and 

Wuereas, It has always been the policy of the American Medical 
Association, acting through i's Horse of Delerates, to be unalterably 
opposed to rebating in any form; therefore be it 

Resolved, That the Horse of Delegates of the American Medical 
Association dclete the fourth and fifth sentences of Section 6, Chapter I, 
Principles of Medical Ethics, leaving the section to read: “An ethical 
physician will not receive remuneration from patents on or the sale of 
surgical instruments, appliances and medicines, nor profit from a copy- 
right on methols or procedurcs. The receipt of remuneration from 
patents or copyrights tempts the owners thereof to retard or inhibit 
research or to restrict the benefits derivable therefrom to patients, the 
public or the medical profession. The acceptance of rebates on pre- 
scrip‘ions cr appliances, or of commissions from attendants who aid in 
the care of patients is unethical. The prescription or dispensing by a 
phys‘cian of secret medicines or other secret remedial agents, of which 
he does not know the composition, or the manufacture or promotion of 
their use is unethical.” 


Report oF REFERENCE COMMITTEE ON MISCELLANEOUS 
BUusINESS 

The Reference Committee on Miscellaneous Business sub- 
mitted the following report, which was adopted: 

1. Resolution on “Amendment of Principles of Medical 
Ethics, Sec. 6, Ch. I.”: Your Reference Committee on Mis- 
cellaneous Business after a full hearing and much discussion 
before the committee of the various problems of medical practice 
pertinent to this resolution and realizing the difficulty of immedi- 
ate solution, reccmmends that this resolution be referred to the 
Judicial Council with the suggestion by the committee that in 
Chapter I, Section 6, the fourth sentence, the words, “for finan- 
cial gain” be inserted after the words, “for patients,” and that 
the remainder of the paragraph be deleted. Because of the sug- 
gested reference of this resolution to the Judicial Council with 
the foregoing suggestions by the committee it recommends that 
the resolution as presented be not approved and that the sug- 
gestions be referred to the Judicial Council. 


Resolutions on Establishment of Special Committee 
on the Problems of Alcoholism 
Dr. H. H. Bauckus, New York,. presented the following 
resolutions : 


Wuereas, At the Ninety-Ninth Annual Session of the House of 
Delegates of the American Medical Association, a resolvtion was 
introduced by Dr. Joseph P. Henry of New York on the Establishment 
of a Committee on the Problems of Alcoholism, as described on page 40 
of the Proceedings of that Sessicn; and 

Wuereas, The resolution was referred to the Reference 
on Miscellaneous Business; and 

Wuenreas, The said reference committee reported back to the House 
of Delegates, as shown on page 55 of the Proceedings, paragraph 6, 
that the subject should be studied by “the already established Com- 
mission on Chronic Illness”; and 

Wuenreas, The said commission is not the proper body to whom this 
subject should be delegated because it is not a committee of the American 
Medical Association; now therefore be it 

Resolved, By the House of Delegates of the American Medical 
Associaticn, that the reference to the Commission on Chronic Illness 
be, and it hereby is, rescinded; and be it further 

Resolved, That the same resolution presented by Dr. Joseph P. Henry 
of New York at the Ninety-Ninth Annual Session of the House of 
Delegates be reenacted by this body, as follows: 

“Resolved, That the American Medical Association establish at the 
earliest feasible date a special committee on the problems ‘of alcoholism, 
to formulate and put into effect, cn a nationwide basis, a comprehensive 
and effective program for medicine’s aggressive participation in the 
work of solving the problems of alcoholism, such program to include a 
vigorous recommendation to each constituent state and compenent county 
medical society that it establish and support actively a special committee 
patterned after the special committee on the problems of alcoholism of 
the Medical Society of the State of New York.” 


Committee 








Report oF ReFrereENce COMMITTEE ON HyGIENE AND 
Pustic Heat 

These resolutions were referred to the Reference Committee 
on Hygiene and Public Health, which submitted the following 
report and its report was adopted: 

Your Reference Committee on Hygiene and Public Health 
agrees with the intent of these resolutions. It believes reference 
of the original rcsolution presented at San Francisco for imple- 
mentation to the Commission on Chronic Illness was unwise. 
Inasmuch as the establishment of new special committees is 
considered undesirab'e, and after consultation with the sponsors 
of the resolution and the chairman of the Committee on Chronic 
Diseases, your reference committee recommends that the prob- 
lems of alcoholism be referred to the Committee on Chronic 
Diseases for study and implementation. 


Resclution on Federal Aid to Medical Education 

Dr. Laurence S. Nelson Sr., Kansas, presented the following 
resolution : 

Whereas, Federal support of any program whatever has inevitably 
resulted in the regulation and increasing control over that program; and 

Wuereas, Federal funds represent taxes raised at state and local 
levels, only a portion of which are ultimately returned to the project 
at local levels; and 

Wuereas, Examples exist of successful state and local support of 
medical schools as in Kansas, rendering further aid at federal levels 
unnecessary; and 

Wuereas, The Kansas effort was accomplished through the active 
participation of the people of Kansas, acting on their own initiative to 
solve their problems; and 

Wuereas, This can be accomplished elsewhere through the cooperative 
effort of the medical school, the medical profession and the people of 
the state; and 

Wuereas, Federal grants to research must be considered entirely 
apart from federal aid to medical education since the results of these 
researches serve a nationwide and even international effect on medical 
care and health problems; therefore be it 

Resolved, That opposition to federal legislation for the appropriation 
of financial aid to medical schools be vigorously continued and that 
increasing effort be expended toward the local solution of firiancial 
problems confronting the schools of medicine in this nation, 


Report oF REFERENCE COMMITTEE ON MEpICAL EDUCATION 


The Reference Committee on Medical Education, to which 
the resolution was referred submitted the following report which 
was adopted: 

Your reference ccmmittee considered the resolution pre- 
sented by the Kansas Medical Society pertaining to federal 
aid for medical education. Your committee agrees with the 
principles expressed in this resolution that the financing of 
medical education should be done on a local level where possible 
but since this matter has previously been covered in “A Joint 
Statement by the Board of Trustees and the Council on Medi- 
cal Education and Hospitals of the American Medieal Associa- 
tion on Senate Bill 1453 and H. R. 5940,” your committee offers 
the foilowing substitute resolution: 

Resolved, That while some medical schools are finding it difficult to 
secure sufficient funds to maintain their standards of ¢raining, the 
American Medical Association would prefer to see medical schools 
receive the support they require from private philanthropy or local public 
funds. Unless and until such support is provided, it may be necessary 
for some medical schools to accept financial aid from the federal govern- 
ment. Such aid, however, must carry with it the assurance of freedom 
from political control and regulation. 


Resolution on Inspection of Government Agencies and 
the Use of Medical Personnel 

Dr. E. F. Hoffman, California, presented the following reso- 
lution : 

Wuereas, Because of the international situation and because the 
administration in its drive to socialize medicine is no longer trust- 
worthy, it has become necessary for the medical profession, in the 
interest of the public welfare, to inspect and control the use of medical 
personnel by the military and other government agencies; and 

Wuereas, The medical profession through the American Medical 
Association is responsible for the medical care of military and civilian 


population; and 

Wuereas, In such matters as medical legislation and relations with 
military and government agencies, the medical profession has demon- 
strated its unselfish patriotism; and 

Wuereas, In the past the military has been reckless in the call-up 
of doctors and wasteful in their use; and 
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Wuereas, During peacetime, immediately following the last war, 
physicians were ordered to duty by the military to serve in nonmilitary 
government agencies, such as Veterans Administration, Public Health 
and Indian Service; and 

Wuenreas, This dangerous policy of conscription of doctors for civilian 
purposes in peacetime was one of the direct causes of the present 
doctor draft law; and 

Wuereas, There is the constant tendency for military hospitals to 
expand and take on civilian practice; and 

Wuereas, The precedent of inspection of military and other govern. 
ment hospitals has already been established by civilian specialty boards 
for purposes of certification; therefore be it 

Resolved, That the American Medical Association establish an advisory 
committee with the express function of inspecting all government 
agencies, military and civilian, here and abroad, to see that drafted 
medical personnel are not wasted and are not used to staff civilian 
government agencies in competition with private physicians and hospitals, 


ReEporRT OF REFERENCE COMMITTEE ON EMERGENCY 
MepicaL SERVICE 

The Reference Committee on Emergency Medical Service, 
to which the resolution was referred, offered the following 
report which was adopted: 

The committee is in agreement with the intent of this reso- 
lution that every possible means be taken to avoid waste of 
medical personnel in the armed forces. At the committee hear- 
ing its consulting members, representing the various branches 
of the armed forces, discussed this question very fully. As a 
result of these discussions, your committee now finds that this 
problem has been receiving their serious consideration and is 
being solved as promptly as possible. Furthermore, an Office 
of Medical Services, headed by a civilian physician, was estab- 
lished in the Office of the Secretary of Defense some time ago. 
Furthermore, the Council on National Emergency Medical 
Service has reported that an Advisory Committee, composed 
of outstanding members of the civilian health professions and 
including two members of its Council, has recently been 
appointed to advise the Chairman of the National Security 
Resources Board on the proper allocation of the health resources 
of the nation, including the medical profession, in the event 
of full scale mobilization. 

In view, therefore, of all the necessary steps now being taken 
to conserve our medical personnel in both the armed forces and 
in civilian life, your committee feels that any action by the 
House of Delegates on this resolution is unnecessary. 


Resolutions on Competition with Practice of Medicine 

Dr. George M. Fister, Utah, presented the following resolu- 
tions : 

Wuenreas, There is a well recognized growing tendency on the part 
of administrators of many hospitals to encourage private ambulatory 
patients to en.er the radiological, pathological and physical therapy 
departments of their institutions for the purpose of examination and 
treatment; and 

Wuenreas, This practice tends to put such hospitals into competition 
with physicians who are engaged in the private practice of their 
specialties; and 

Wuereas, The House of Delegates of the Utah State Medical 
Association is on record as disapproving the prosclyting of private 
ambulatory patients by hospitals for the purpose of making studies or 
giving treatments in various departments of such hospitals; therefore 
be it 

Resolved, That the House of Delegates of the American Medical 
Association go on record as approving in principle of this action of 
the Utah State Medical Association; and be it further 

Resolved, That the House of Delegates of the American Medical 
Association instruct the proper councils of that body to take the 
necessary action to carry out the intent of these resolutions. 


Report OF REFERENCE COMMITTEE ON MEeEbDICAL EpucATION 

The following report which was adopted, was presented by 
the Reference Committee on Medical Education: 

After consideration of the resolutions presented by the Utah 
State Medical Association regarding competition with the prac- 
tice of medicine, your committee was in general agreement with 
the principles set forth in these resolutions but since policy has 
already been established by the adoption of the Hess committee 
report, the committee believes that no action is necessary and 
directs attention to the report of the Judicial Council which out- 
lines the mechanism by which the problem can be solved. 
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Resolutions on Fund for Aid to Medical Schools 
Dr. Edward H. McLean, Oregon, submitted the followiigz 
resolutions : 


Wuereas, Medical graduates, even though they have paid full tuition, 
contribute only 25 to 50 per cent of the cost of their education and 
therefore owe a moral debt to their medical school; and 

Wuereas, Many medical graduates recognize this moral debt and 
would be glad to discharge it in part after they become well established 
in practice; and 

Wuereas, Federal subsidy of medical education has been vigorously 
sought by the social planners as one phase in their over-all promotion 
of the socialization of medicine; and 

Wuereas, Federal subsidy inevitably involves political control, which 
would lead tg a deterioration in teaching standards; and 

Wuereas, The National Fund for Medical Education Inc. has 
recently been organized to support medical education in the United 
Siates on a voluntary basis; and 

Wuereas, The American Medical Association can play a useful role 
in the voluntary movement for the support of American medical 
education by establishing means by which its members tan discharge 
the moral debt arising from their professional education; therefore 
be it 

Resolved, That the House of Delegates of the American Medical 
Association recognizes the moral debt of the medical profession to the 
medical schocls; and be it further 

Resolved, That the House of Delegates instruct the Board of 
Trustees to study the feasibility of establishing a fund for aid to 
medical schools to be created by voluntary subscriptions or by allotments 
from annual dues, said fund to be administered by the Board of 
Trustees or contributed to the National Fund for Medical Education 
Inc, 


Report OF REFERENCE COMMITTEE ON MeEpicaL EpucATION 

The Reference Committee on Medical Education, to which 
the resolutions were referred, presented the following report, 
which was adopted: 

Your reference committee has given careful consideration to 
the resolutions presented by the Oregon State Medical Society 
with regard to the feasibility of establishing a fund for aid 
to medical schools to be created by voluntary subscriptions or 
by allotments from annual dues and recommends their adoption. 


Resolution on Amendment to By-Laws 
Dr. C. L. Farrell, Rhode Island, submitted the following 
resolution recommending an amendment to Division Three 
Chapter IX, Section 1, (B) and (C): 


Wuereas, The scope of the work of the individual members of the 
House of Delegates of the American Medical Association has increased 
greatly in recent years, thereby making satisfactory representaticn of 
a constituent association by a single delegate almost impossible; an 

Wuereas, There are twenty state and territorial associations faced 
with this serious problem of having but a single representative to inform 
them of the many actions of the House and its reference committees; 
and 

Wuereas, It is vital today that each state association be adequately 
represented in the formation of national policies of the American 
Medical Association, and in turn be completely informed of the trans- 
action of all business of the Association; therefore be it 

Resolved, That the Rhode Island Medical Society, by action of its 
House of Delegates in meeting on September 27, 1950, request the 
House of Delegates of the American Medical Association to amend 
Chapter IX, Sec. 1 (B) and (C) of its By-Laws to read as follows: 

Section 1. 

(B) Term.—Delegates and alternates from constituent associations, 
sections, the United States Army, the United States Navy, the United 
States Air Force, the United Siates Fublic Health Service and the 
Veterans Administration shall be elected or appointed, as the case may 
be, for two year terms, and shall assume office on January 1 of the 
year succeeding their election or appointment except that incumbent 
delecates on the date of the adoption of these By-Laws shall serve 
until their successors are elected and assume office. Constituent associa- 
tions entitled to more than two representatives shall elect them so that 
one half the number, as near as may be, are elected cach year. 

Secretaries of constituent associations, secretaries of sections of the 
Scientific Assembly, the Surgeons General of the United States Army, 
the United States Navy and the United States Public Health Service 
and the Chief Medical Director of the Veterans Administration shall 
certify delegates and alternates to the Secretary of the American Medical 
Association. 

(C) Apportionment.—The apportionment of delegates from each con- 
stituent state association shall be one delegate for each thousand 
(1,000) active members or fraction thereof where the membership 
exceeds one thousand, and shall be two delegates for each state with 
one thousand (1,000) or less active members, as recorded in the office 
of the Secretary of the American Medical Association on December 1 
of each year. Such apportionment shall take effect the ensuing 
January 1 and shall remain effective for one year thereafter. In 
December of each year the Secretary of the American Medical 
Association shall notify each constituent association of the number of 
delegates to which it is entitled during the next succeeding year. 
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Report OF REFERENCE COMMITTEE ON AMENDMENTS 
TO THE CONSTITUTION AND By-Laws 

The Reference Committee on Amendments to the Constitu- 
tion and By-Laws, to which the resolution was referred offered 
the following report, which was adopted: 

A resolution received by your committee came from the 
Rhode Island Medical Society and dealt with the number of 
delegates in those constituent associations which have 1,000 or 
fewer members. Your committee realizes the difficulties which 
are encountered in those constituent associations which are 
limited to one delegate in the House of Delegates. On the other 
hand, it also realizes that the adoption of such an amendment 
would give the physicians in these small associations a much 
larger voice proportionately in the House of Delegates than 
would be possessed by the larger delegations. Your committee, 
after full hearings and discussion, recommends that this reso- 
lution be not adopted, but that the problem of the difficulties of 
the small constituent associations be referred to the permanent 
Committee on Amendments to the Constitution and By-Laws for 
study. Your committee would also request that the permanent 
Committee on Constitution and By-Laws consider the problem 
of the single representative from a constituent association who 
becomes ill or who is called home after being seated in the House 
of Delegates. See By-Laws, Division Three, Chapter IX, Sec- 
tion 1 (E). 

In the hearings held before the committee and in the delibera- 
tion itself, it became evident that there is a diversity of opinion 
as to just what is meant by the terms “ex officio,” “ex officio 
without power to vote” and “executive session.” Your commit- 
tee would recommend that this matter be referred to the per- 
manent Committee on Constitation and By-Laws for interpre- 
tation and clarification, with instructions to make a report on 
this matter at the next session of the House of Delegates. 


Proposed Amendment to Constitution 

Dr. James P. Wall, Mississippi, presented the following pro- 
posed Amendment to the Constitution, Article 6, Section 2: 

Amend Article 6, Section 2 so that beginning after the word 
“service” add: “and the Past Presidents of the American 
Medical Association” and in the last sentence the following 
phrase should be deleted: “the Past Presidents.” So amended, 
Article 6 Section 2 would read: 

“The House of Delegates is composed of delegates duly 
elected by the constituent associations and by the sections of 
the Scientific Assembly and of delegates from the Medical 
Departments of the United States Army, the United States 
Navy, the United States Air Force, the United States Public 
Health Service and the Veterans Administration, appointed 
by the Surgeon General or Chief Medical Director, as the case 
may be, of the respective service, and the Past Presidents of 
the American Medical Association. The general officers, the 
General Manager, the Editor of THE JouRNAL OF THE 
AMERICAN MepicaL AssocIATION and the chairmen of the 
several Councils shall be ex officio members of the House 
of Delegates without the right to vote.” 


Proposed Amendment to the By-Laws 

Dr. Wall also presented the following proposed amendment 
to the By-Laws, Division Three, Chapter [X, Section 1 (B): 

Amend Division Three, Chapter IX, Section 1 (B), begin- 
ning after the sentence ending “are elected each year”, add: 
Past Presidents of the American Medical Association shall 
serve for a period of five years immediately following their 
tenure of the Presidency of the American Medical Association. 

So amended, that portion of the By-Laws would read as 
follows: The delegates and alternates from constituent asso- 
ciations, sections, the United States Army, the United States 
Navy, the United States Air Force, the United States Public 
Health Service and the Veterans Administration shall be 
elected or appointed, as the case may be, for two year terms 
and shall assume office on January 1 of the year succeeding 
their election or appointment except that incumbent delegates 
on the date of the adoption of these By-Laws shall serve until 
their successors are elected and assume office. Constituent 
associations entitled to more than one representative shall e'ect 
them so that one half the number, as near as may be, are 
elected each year. Past Presidents of the American Medical 
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Association shall serve for a period of five years immediately 
following their tenure of the Presidency of the American 
Medical Association. 


Report oF REFERENCE COMMITTEE ON AMENDMENTS 
TO THE CONSTITUTION AND By-Laws 


These proposed amendments to the Constitution and the 
By-Laws were referred to the Reference Committee on 
Amendments to the Constitution and By-Laws, which reported 
as follows and the report was adopted: 

Your committee received proposed amendments from Dr. 
James P. Wall, Mississippi, relative to past presidents serving in 
the House of Delegates. Your committee spent considerable time 
in hearing arguments for and against these amendments and in 
its owr deliberations. Your committee is of the unanimous 
opinion that the best interests of the Association would not be 
served by the adoption of these amendments. Your committee 
therefore recommends that the proposed amendments to the Con- 
stitution and By-Laws as presented by Dr. Wall be not adopted. 


Resolutions on Medical and Hospital Care of Veterans 
with Nonservice Connected Disabilities 


Dr. Robert B. Wood, Tennessee, presented the following 
resolutions, which were supported by Drs. Wyman D. Barrett, 
Michigan, S. E. Gavin, Wisconsin, and James Q. Graves, 
Louisiana : : 


Wauereas, The present program of medical and hosp‘tal benefits for 
veterans with norservice connected disabilities is of unequal benefit to 
veterans and not universally available to all eligible veterans because of 
the presently limited facilities; and 

Wuenreas, The program of expanding the number and size of veterans’ 
hospitals to the point of making these benefits reasonably available and 
accessible to all veterans, especially in cases of acute illness or injury, 
would require the construct:on and administration of a very large number 
of veterans’ hosp-tals; and 

Wuenreas, The principle of insurance has been proved by experience 
to be appl:cable to the financing of the cost of medical and hospital care; 
now, therefore, be it 

Resolved, By the House of Delegates of the American Medical Associ- 
ation that we recommend to the Congress of the United States and to 
veterans the enactment of legislat.on which would have the following 
effect: The repeal of Section 706, Chapter 12, Title 38, of the World War 
Veterans’ Act (Reference, U. S. Code, 194) Editon) and the enactment 
of a new law with provisions which require the Adm_ni;trator of Veterans’ 
Affairs to make available to veterans who are unable to pay for their 
hospital and medical services, hospital and med:cal service benefits in the 
form of a hospital and medical service insurance contract, and that the 
Adm-nistrator of Veterans’ Affairs be authorized to use his discretion in 
provid.ng such insurance coverage, e.ther (1) by furnish:ng each eligible 
veteran an amount of money sutiicicnt to cover the premium cost of such 
an itsurance contract (about $40 per year), or (2) by purchasing the 
coverage on behalf of eligibie veterans from a corporation or corporations 
selling and administering such insurance coverage; and be it further 

Resolved, That the benefit provision of such a contract be sufficient to 
cover (1) the average cost of hosp.tal serv.ce in approved gereral hos- 
pitals, and (2) medical and surgical serv.ces rendered in such a hosp-tal 
on tie basis of the fee schedule that applies to veterans with service- 
connected disab-lities; and be it further 

Resolved, That such contracts cover all diseases and disabilities which 
require hosp-talization except (1) disabilit-es covered by compensation laws 
and public liabil.ty, (2) service-connected disab.l.ties, (3) chron.c illness 
(extending over 90 days), (4) tuberculosis and (5) mental illness; and 
be it further 

Reso'ved, That veterans with disabilities in the categories nfentioned in 
the preceding paragraph, excepting those covered by compensation laws 
and public liability, be eligible for admission to Veterans’ Hospitals; and 
be it further 

Resolved, That veterans with disabilit'es which are in dispute as to 
whether or not they are service connected be elig:ble for adm‘ssion to 
Veterans’ Hospitals for study, treatment, and adjud.cation, and that the 
disability then be classified for these benefits according to the judgment 
rendered; and be it further 

Resoived, That the elig-bility of a veteran to rece:ve the insurance 
contract mentioned above be determ:ned on the basis of his or her net 
income as determined for federal income tax purposes, and that only 
veterans who are not liable for a fedcral income tax be el gible for the 
hospital and medical insurance cortract above referred to; and be it 
further 

Resolved, That the veteran be required to file an application for the 
insurance contract on a form prescribed by the Administrator of Veterans’ 
Affairs, in which the veteran states unter oath the pertinent facts con- 
cern.ng his or her liability for a federal income tax; and be it further 

Reso.ved, That the Coord:nation Committee on Legislat.on of the Ameri- 
can Medical Association be instructed to use its best efforts to secure 
congressicnal action in harmony with the proposals in these resolutions. 


Report oF REFERENCE COMMITTEE ON INSURANCE 
AND MepicaLt SERVICE 
The report of the Reference Committee on Insurance and 
Medical Service, to which the resolutions were referred, and 
which was adopted, reads as follows: 
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On the subject of the resolutions relating to the medical and 
hospital care of veterans with nonservice connected disabilities 
sponsored by the delegation from Tennessee and supported by 
delegates from Michigan, Wisconsin and Louisiana, the 
committee heard the most witnesses and spent the most time. 

A substitute resolution presented to the committee by the 
Pennsylvania delegation was also considered. Instead of the 
language of either of these proposals the reference committee 
recommends to the House that the Board of Trustees be auth- 
orized to permit the Committee on Legislation of the American 
Medical Association to offer its services to the authorities of 
the Veterans Administration or to the Congress in seeking 
either administrative or legislative support for the following 
three principles: (1) The best possib'e care of all veterans 
with service-connected disabilities in Veterans Administration 
facilities; (2) the best possib'e care of veterans with non- 
service connected disabilities who need financial support, and 
(3) veteran§ with nonservice connected disabilities who are 
able to do so should provide their own care. 


Resolution on Change in Name of Section on 
Nervous and Mental Diseases 

Dr. Percival Bailey, Section on Nervous and Mental Dis- 
eases, presented the following resolution: 

Whereas, The term Nervous and Mental Diseases has become obsolete; 
and 

Whereas, The terms Neurology and Psychiatry are well established and 
generally understood; and 

Wuereas, The Sect.on on Nervous and Mental Diseases has already 
been referred to erroneously in THe JourNnat as the Section on Neurology 
and Psychiatry; now therefore be it 

Resolved, That the House of Delegates of the Association authorize 
the Sect:on on N:rvous ani Mental Diseases to change its name to the 
Section on Neurology and Psychiatry. 


Report OF REFERENCE COMMITTEE ON SECTIONS 
AND SeEcTION WorK 
This resolution was referred to the Reference Committee on 
Sections and Section Work, which presented the following 
report which was adopted: j 
Your reference committee, after due consideration, recom- 
mends that this resolution be disapproved. 


Resolution on Payment of Expenses of Section Delegates 
Dr. Percival Bailey, Section on Nervous and Mental Dis- 
eases, presented the following resolution: 


Wuereas, The sections of the Scientific Assembly have no funds of 
their own w:th which to pay the expenses of their delegates; and 

Wuenreas, The expenses of the delegates of most s.ate associations are 
now paid by the organizations which they represent; and 

Wuereas, The number of meet.ngs annually which the delegates have 
to attend has doubled, thus doubling their expenses; and 

Wuereas, The Section on Nervous and Mental Diseases fears that this 
will make it difficult to secure the sort of representat.on in the House 
of Delegates which it desires; therefore be it 

Resolved, That the Board of Trustees be requested to make provision 
for the payment of the expenses of the delegates of the sections from the 
general funds of the Association. 


Report OF REFERENCE COMMITTEE ON REPORTS OF 
Boarp OF TRUSTEES AND SECRETARY 

This resolution was finally referred to the Reference Com- 
mittee on Reports of Board of Trustees and Secretary, which 
reported as follows and the report was adopted: 

Since a new resolution was introduced at this session by 
Dr. Percival Bailey, Section on Nervous and Mental Diseases, 
relating to this matter, both the report of the Board and the 
resolution were considered by your committee at the same time. 
The Board of Trustees has already taken action on this matter 
and it is the opinion of your committee that the Board took 
the only practical course in denying the requested appropriations. 


Resolution on Hospital Standardization 
Dr. J. B. Copeland, Texas, presented the following resolution: 


Wuereas, The Board of Regents of the American College of Surgeons 
has entered into discussions with the American Hospital Association con- 
cerning the transfer of the hospital standardization program of the 
American College of Surgeons to the Amer.can Hospital Associat‘on; and 

WueEreas, Pursuant to these negot:ations, even though the American 
College of Surgeons has stated it will co t nue its former program, the 
house of delegates of the American Hospital Association at its annual 
meeting in Atlantic City in September passed a resolution increasing the 
dues of the Association to finance a program in hospital standardization 
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and instructed its board of trustees to proceed forthwith to take over the 
inspection and standardization of hospitals; and 

Wuereas, The evaluation of medical standards in hospitals is not a 
proper fu'ction for the American Hospital Association, the governing 
members of which are predominantly laymen; and 

Wuereas, The proper and logical body to assume sole and complete 
control of the evaluation and standard.zaton of medical practice in 
hosp:tals 1s the American Medical Association; therefore be it 

Resolved, That the House of Delegates of the American Medical 
Associat:on reaffirms the proposal stated in a report by a special com- 
mittee to study conditions of general practice, adopted ‘by this House 
of Delegates at the annual session in 1948, in which it was recommended 
that the sole responsibility for the evaluation and standardization of 
medical practice in hospitals be vested in the Council on Medical 
Education and Hospitals of the American Medical Association. 


Report OF REFERENCE COMMITTEE ON MeEpicaL EpUCcATION 


The Reference Committee on Medical Education submitted 
the following report which was adopted: 

Hearings on this resolution were held and many members, 
Fellows, ‘officers, representatives of the American Academy of 
General Practice and other interested persons discussed the 
subject at length. After much deliberation by the members of 
the committee, and in consideration of previous action by the 
House of Delegates taken in reference to this matter, especially 
at the 1948 meeting of the House of Delegates as indicated in 
the report of the Committee to Study Conditions of General 
Practice and subsequent action of the House of Delegates in 
1949 when the action of 1948 was amended as follows and 
approved : 

Resolved, That the American Medical Association highly commends the 
American College of Surgeons for its long sustained efforts in the field 
of hospital stancardization and endorses its continued activity in this 
important field; and be it further 

Resolved, That the Secretary of the American Medical Association 
transmit a copy of these resolutions to the Board of Regents of the 
American College of Surgeons. 


In view of the fact that we have just agreed to a further 
study of this prdb!em, your reference committee recommends 
that this resolution be not approved. 


Resolution on Proposed Amendment to By-Laws, 
Division Three, Chapter XIII, Section 1 
Dr. W. R. Brooksher, Arkansas, presented the following 
resolution recommending amendment to Division Three, Chap- 
ter XIII, Section 1 of the By-Laws: 


Wuereas, The President and the President-Elect of the 
Medical Association are the chosen leaders of the organization and as 
uch should be given a voice in formulating its policies; and 

Wuereas, In most medical organizations the President and the 
President-Elect are full members of the executive governing body; and 

Wuereas, Under our present Constitution and By-Laws, the President 
and President-Elect are privileged to attcnd the meetings of the Board 
of Trustees but are not members of that body; therefore be it 

Resolved, That Division Three, Chapter XIII, Section 1, of the 
By-Laws of the American Medical Association be amended as follows: 

“Composition—The Board of Trustees shall consist of nine elected 
Trustees as provided in Article 7 of the Constitution, the President and 
the President-Elect. The Vice President, the Secretary, the Treasurer, 
the Speaker, the Vice Speaker, the General Manager and the Editor of 
THe JourNAL may attend meetings of the Board. 


American 


REFERENCE COMMITTEE ON AMENDMENTS 
By-Laws 


REPORT OF 
TO CONSTITUTION .AND 

The Reference Committee on Amendments to the Consti- 
tution and By-Laws reported on this resolution as follows, and 
its report was adopted: 

Your committee received a resolution from Dr. W. R. Brook- 
sher of Arkansas with an amendment which would make the 
President and the President-Elect members of the Board of 
Trustees. Your committee is not certain as to whether such 
an amendment could be adopted without a complementary 
amendment to the constitution and by-laws, nor does your com- 
mittee know whether an increase in the number of members 
of the Board of Trustees could be made under the laws of 
the charter under which the American Medical Association 
operates, nor is your committee of one mind as to whether 
the best purposes of the Association could be served by the 
adoption of this amendment. Your committee recommends, 
therefore, that this proposed amendment be referred to the 
permanent Committee on Constitution and By-Laws for further 
study. 
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Resolution on Federal Department of Health 

Dr. Bruce Underwood, Kentucky, presented the following 
resolution : 

Wuereas, The health activities now being carried on by agencies of 
the Federal Goverument are of great importance to the citizens of the 
nation; and , 

Wuereas, There are great differences in the administrative and 
professional technics required in the execution of health activities as 
distinguished from welfare, education and cther activities of the federal 
government; and 

Wuereas, The practicability, success and desirability of the adminis- 
tration of health activities in a separate and distinct health agency has 
becn demonstrated in the states; and 

Wuenreas, The members of the American Medical Association have a 
keen interest in, anj are vitally concerned by, the administrative relation- 
sh'ps and administration standing of the federal health agencies; there- 
fore be it 

Resolved, That the House of Delegates of the American Medical 
Association urges all officers and members of the American Medical 
Association and all component associaticns to take immediate steps to 
implement the pzssage into law of a bill providing for: (1) a Federal 
Department of Health of cabinet status with a secretary who is a 
Docior of Medicine and who has had special training and experience 
to qualify him for the position; (2) the coordination and integration of 
all federal health activities under this department except for the 
military activities of the medical services of the armed forces; (3) a 
Federal Beard of Heal.h under profess:onal rather than political control 
whose duties shall be to appoint the Secretary of Health and to 
establish the policies under which the Federal Department of Health is 
operated. 


REPORT OF REFERENCE COMMITTEE ON LEGISLATION 


AND Pustic RELATIONS 


The Reference Committee on Legislation and Public Rela- 
tions presented the following report, which was adopted: 

Your Reference Committee on Legislation and Public Rela- 
tions considered the resolution as presented by the Kentucky 
delegation regarding the estab!ishment of a federal department 
of heaith with Cab‘net status. Considerable testimony and 
deliberation by various officers, delegates and members of the 
Association led this committee to reach the conclusion that such 
a department with Cab:net rank would be unattainable at this 
time. It appears to this committee that the same results will 
or can be achieved by the establishment of an independent 
agency with executive status in which all of the federal health 
activities are coord: nated. All federal health activities except 
those of the armed forces and the Veterans Administration 
should be separated from other functions of the government 
such as welfare and education. This in no manner reverses 
the well established stated policy of the Association with 
respect to a federal department of health inasmuch as that 
objective would be achieved by the adoption of this proposed 
action. Your reference committee would therefore offer the 
following substitute resolution : 

Resolved, That the House of Delegates of the American Medical 
Association urges all officers and members of the Americal Medical 
Association and all constitcent associations to take immediate steps to 
implement the passage into law of a bill providing for the coordination 
and integration of all federal health activities under an independent 
agency with executive status, except the medical services of the Armed 
Forces and of the Veterans Administration. 


Resolution on Determining Policy of American 
Medical Association on Legislative Proposal 


Dr. Hoyt B. Woolley, Idaho, submitted the following 
resolution : 


Wuereas, On numerous occasions the House of Delegates is not in 
session at the time many legislative proposals are being considered by 
Congress or committees of Congress; and 

Wuenreas, The Board of Trustees is the proper body to determine 
the policy on legislative proposals during the time that the House of 
Delegates is not in session; and 

Wuereas, The House of Delegates of the American Medical Asso- 
ciation, having full confidence in its Board of Trustees and in the 
committees appointed by the Board of Trustees to represent the 
American Medical Association before the national bodies of Congress 
and other groups where it is necessary to state the policy of the 
American Medical Association; now therefore be it " 

Resolved, That the House of Delegates of the American Medical 
Association hereby specifically authorizes the Board of Trustees and 
the persons designated by them to appear as witnesses before committees 
of Cungress or to appear before other groups where the policy of the 
American Medical Association is to be siated, and to do so with full 
authority to speak for and state the policy of the American Medical 
Association, 
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Report oF REFERENCE COMMITTEE ON LEGISLATION 
AND. Pusiic RELATIONS 

The resolution was referred to the Reference Committee 
on Legislation and Public Relations, which presented the fol- 
lowing report which was adopted: 

The Committee agrees that representatives of the American 
Medical Association appearing before Congress and other 
groups should do so with full authority to speak for and state 
the policy of the American Medical Association and its House 
of Delegates. It recommends the adoption of this resolution. 


Report of Committee on Chronic Diseases 

Dr. Robertson Ward, Chairman, presented the following 
report, which was adopted: 

Your committee had a profitable meeting on Dec. 4, 1950, 
with representatives of the United States Public Health Ser- 
vice, including the director of the Chronic Disease Division, 
Dr. A. L. Chapman. Also represented by its director, Dr. 
Morton I. Levin, was the Commission on Chronic Illness. 
The committee would like to repeat its request of last June 
for the addition to it of a member of the House of Delegates 
who is also a member of the Commission on Chronic Illness, 
in order that better liaison between the committee and the 
commission could be maintained. 

From the meeting with members of the United States Public 
Health Service and the information furnished by them, a 
better understanding of the aims and objectives of the Public 
Health Service in the field of chronic disease was obtained. 
Through the printed material furnished the committee and 
the statements of the Director of the Division of Chronic Dis- 
eases of the United States Public Health Service, it was 
learned that his department, rather than seeking a large cate- 
gorical appropriation, will endeavor to perform an integrative 
function. It was further understood by your committee that 
the primary objective of the Division is to evolve and test 
methods for controlling the chronic diseases in such a way 
that their efforts will not be competitive with the activities 
and interest of private physicians, but will be supplementary 
to them. Nothing could be more satisfying to your committee 
than strict adherence to these principles by the United States 
Public Health Service. 

The activities of the Chronic Disease Division are divided 
into four categories, namely, prevention, case finding, care and 
restorative services. To date most of the energies of the 
division have been devoted to case finding, principaily by means 
of multiphasic screening examinations. It is generally admitted 
that this type of examination is undergoing evaluation as a 
reliable technic for case finding. For this reason, your com- 
mittee strongly urges those conducting such examinations to 
use the utmost discretion in reporting results. It is further 
urged that every effort be made to inform the individuals 
undergoing the screening process that it in no way serves as 
a substitute for careful periodic medical examinations. Every 
possible advertising device should be employed to impress this 
on those screened. In this connection your committee would 
like to call your attention to that part of the report of the 
Council on Industrial Health, delineating the safeguards for 
multiphasic screening operations. 

One of the objectives of the Commission on Chronic IIIness, 
as reported to you by this committee last June, was to stimu- 
late in every state and locality a well rounded p!an for pre- 
vention and control of chronic disease and for the care and 
rehabilitation of the chronically ill: It is the belief of your com- 
mittee that an important step in the implementation of this 
objective would be the creation in each state medical associa- 
tion of chronic disease committees. We are informed by Dr. 
Levin that such committees are in existence in only 10 states 
at the present time. We feel that to be effective, such a 
committee should be composed of strong personnel who are 
definitely interested in chronic disease and who would be able 
to impress the private physician with his continuing responsi- 
bility for the care and rehabilitation of patients with chronic 
diseases, and for the development of sound principles of health- 
ful living for the older-age group of the population. 

Your committee cannot close this report without calling to 
your attention the fact that the Chronic Disease Division is 
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only one agency in the United States Public Health Service 
having an interest in the problem of chronic diseases. Actually, 
by far the greatest proportion of federal expenditures for 
research and education in this field is by other agencies such 
as the National Institute of Mental Health, the National Heart 
Institute and the National Cancer Institute. For example, 
whereas the budget of the Chronic Disease Division is in the 
neighborhood of $2,000,000 annually, the budget of the 
National Heart Institute alone is more than nine and a half 
million dollars. Your committee feels that a more critical 
analysis of all expenditures in the chronic disease field should 
be prepared for you. For this reason, it is recommended that 
the committee be continued and furnished appropriate and 
adequate assistance. 


Supplementary Report of Board of Trustees on 
Fund for Aid of Medical Schools © 

Dr. Louis H. Bauer, Chairman, Board of Trustees, presented 
the following action of the Board on Fund for Aid of Medical 
Schools, which was adopted on motion of Dr. B. O. Edwards, 
North Carolina, seconded by several and carried unanimously: 

The Board of Trustees of the American Medical Association 
is pleased to announce to the House of Delegates that it has 
appropriated a half million dollars out of its National Education 
Campaign Fund, which ‘was raised to defend medical freedom, 
for the aid and support of medical schools which are in need 
of additional financing. 

This fund will be given to the medical schools for their 
unrestricted use in their basic training of future physicians. 

This appropriation to aid the medical schools has been made 
possible by the widespread public cooperation which the profes- 
sion has received from the American people in its campaign 
against compulsory health insurance. The fight against socialized 
medicine must go on until this issue has been clearly and finally 
resolved, but the pressure for regimentation of the medical 
profession has greatly lessened due to the magnificent public 
support which we have received. 

The Board of Trustees, therefore, feels that it is keeping 
faith with the American people, who have given medicine such 
a splendid vote of confidence, when it contributes this amount 
to the medical schools of the nation. 

There is growing public awareness that federal subsidy has 
come to be a burden, not a bounty, for it is bringing intolerable 
increases in taxation and is dangerously increasing federal 
controls over our institutions and the lives of our people. 

American medicine feels very strongly that it should not 
seek federal aid for medical schools until all other means of 
financing have been exhausted. The Board of Trustees 
announced yesterday its belief that funds for this purpose 
could be obtained trom private sources and, as practical evi- 
dence of our sincerity of purpose, this appropriation has been 
made as the nucleus of a fund which we hope wil be greatly 
augmented by contributions from many other sources. 

The Board hopes that this action will become a stimulus 
to other professions, industries, businesses, labor groups and 
private donors to contribute to this very important cause of 
protecting and advancing the interests of medical education 
and the public health. 

The American Medical Association urges all its members 
to contribute individually to this cause, and we hope that doc- 
tors will take the lead in securing contributions from other 
sources. 

Furthermore, the American Medical Association invites 
attention to the fact that it has been spending about a quarter 
of a million dollars a year for many years past to advance 
medical education through its Council on Medical Education 
and Hospitals and other departments. This appropriation, voted 
today, for an entirely new purpose, is in addition to nearly 
$285,000 already budgeted for this work during 1951. 

The nation’s medical schools are of the greatest importance 
to every American citizen and the American Medical Associa- 
tion has had the advancement of their standards as one of its 
main objectives for over 100 years. The Board of Trustees 
feels that if all other organizations and individuals will 


render support to this worthy cause in accordance with their 
financial ability not only will the financial security of medical 
schools be assured, but their freedom will be protected. 














Votume 144 
NumBer 17 


1487 


WASHINGTON NEWS 


(From the Washington Office of the American Medical Association) 


Civil Defense 

The attitude of Senate and House committees considering 
Civil Defense Administr~‘ion bills indicates relatively fast pas- 
sage, but with important amendments. The net effect, accord- 
ing to pres*nt trends, will be to modify powers of the proposed 
administration, yet allow it adequate freedom for action in 
emergencies. For one thing, the Federal Bureau of Investiga- 
tion has complained that the bill as written would give the 
administration certain investigative powers ordinarily reserved 
for the FBI. The FBI probably will be allowed to have its 
way on this point. Some questions have been raised as to the 
advisability of nationwide construction of bomb shelters as pro- 
posed in the bill. Governor Frank J. Lausche of Ohio thought 
the shelters would be inadvisable, partly because they would 
take materials and manpower more urgently needed for other 
civil defense purposes. He proposed that this section of the 
bill be dropped but that the rest of the bill be expedited. He 
also thought there should be a cut-off date for the bill. So 
far, medical aspects of civil defense have not had a prominent 
part in the hearings. 


NSRB Medical Handbook 


The National Security Resources Board’s medical handbook, 
delayed several months while agencies and organizations settled 
their differences over its contents, now is promised for Decem- 
ber 28. The 280 pages are said by NSRB officials to present 
a description of civil defense medical aspects “as complete as 
we can make it.” One important subject will be a treatment 
for burns, not a standard treatment but a treatment based on 
items to be included in regional medical stockpiles. Officials 
said no effort will be made to tell physicians what treatment 
to use, although the limitation on stockpile items inevitably will 
lead to a certain degree of standardization. It was emphasized, 
however, that the treatment presented will not “prejudice treat- 
ment of choice on the part of physicians, nor will it prejudice 
later treatment, possibly by another physician.” 


USPHS Grants 


Meanwhile, the United States Public Health Service is pro- 
moting new research into treatment of extensive third degree 
burns by a $9,774 grant to Dr. Vernon E. Siler, University of 
Cincinnati. His project is described as a study of “clinical 
methods of removal of devitalized tissue from burned areas.” 
Dr. Siler will do research on the removal of such tissue by 
application of organic compounds such as enzymes, without 
resort to surgery. Another USPHS grant, of $5,616, goes to 
Dr. Smith Freeman, Northwestern University Medical School, 
to support tests in the use of a new treatment, the “pthalazines,” 
to stimulate renal function after bodily injury. In some cases 
of severe wounds, it has been noted that complete stoppage of 
renal function results. In all, 110 grants were made to 68 
institutions in 32 states, at a total figure of $826,876. Some 
of the larger grants also had an indirect relation to national 
defense. The largest, for example, went to L. M. Fisher, 
American Public Health Association, Inc., New York, for 
research in sanitation administration, methods, programs, job 
evaluation and personnel requirements. 


Precautions for Atomic Bomb Attacks 


Another project under consideration by NSRB is the mass 
distribution of a pocket size card giving simple precautionary 
rules in the event of an atomic bomb attack. It is the out- 


growth of a similar Defense Department card, which already 


has been issued to persons employed at the Pentagon. In place 
of the Defense Department card’s instructions for reporting to 
duty stations and the like the NSRB leaflet would carry 
instructions regarding air raid warnings. The defense card 
carries such advice as “By the time the debris has stopped fail- 
ing, there is no radiation hazard. . . . Report to receive treat- 
ment if necessary and to work to help over-all situation. . 
Keep your experiences to yourself and don’t enlarge on what 
you hear from others. Shock pressure from burst is not 
enough to kill; flying debris causes almost all injuries. . . 
Burns on exposed skin occur up to two miles; light-colored 
clothes or any shielding material afford protection; keep your 
shirt on. Fifty per cent of radiation occurs in the first 
second, 80 per cent in first 10 seconds, all in first 90 seconds. 
. If in the open, fall flat. Stay put 10 seconds. 

lingering radiation is so small it is not a hazard; disregard it.” 


The NSRB, which helped work out the Defense card, expects 
the one for the general population can be printed to sell for 
about 10 cents per hundred. Final decision to issue the cards 
has not been made, but the NSRB staff is completing its work. 


Scientific Manpower 


The appointment of Dr. Charles A. Thomas to head a Scien- 
tific Manpower Advisory Committee in the National Security 
Resources Board promises to solve one problem that had begun 
to cause complications. The committee will help NSRB Chair- 
man W. Stuart Symington to evaluate scientific manpower pro- 
posals from government agencies, industry and _ scientific 
organizations. Further, says NSRB, the committee “will weigh 
the manpower requirements of a sound basic research program 
with requirements for applied research and development for pro- 
duction.” Regarding medical manpower, Dr. Thomas’ com- 
mittee will assume jurisdiction of those groups in health and 
associated fields that do not technically fall within the province 
of Dr. Howard Rusk’s Health Resources Committee, which also 
advises Chairman Symington. Between the two groups, responsi- 
bility will be divided for all scientific personnel, medical and 
nenmedical, according to present plans. This is expected to 
take in medical school staffs, research workers and technical 
personnel on hospital staffs. 


National Science Foundation Board 


The National Science Foundation Board meets January 3 to 
recommend a foundation director to President Truman. While 
the 24 members of the foundation board still have not received 
Senate confirmation, they met at the White House in mid- 
December to elect officers and members to the executive 
committee. 

James B. Conant, president of Harvard University, was 
elected chairman of the board and Edwin B. Fred, president 
of the University of Wisconsin, vice chairman. The executive 
committee will select its own chairman. The committee has 
no power to act in the name of the board but will make rec- 
ommendations to the board for its final approval. The law 
(P. L. 507, Eighty-First Congress) states that the board may 
“assign to the executive committee such of the powers and 
functions granted to the board as it deems appropriate; 
except that the board may not assign to the executive com- 
mittee the function of establishing policies, or the function of 
review and approval. . . .” 

Members of the executive committee are Chester I. Barnard, 
president of Rockefeller Foundation; Detlev Bronk, president 
of Johns Hopkins University; Leo A. Dubridge, president of 
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California Institute of Technology; Paul M. Gross, dean of 
Duke University Graduate School; Dr. Robert F. Loeb, bard 
professor of medical services, College of Physicians and Sur- 
geons, Columbia University; Joseph C. Morris, vice president 
of Tulane University; Elvin C. Stakman, chief of division of 
plant pathology and botany, University of Minnesota, and 
Conant and Fred. 


Chemicals in Foods 


The House Select Committee investigating the use of chemi- 
cals in food products concluded its hearings with a full week’s 
testimony from food producers, public health officials and rep- 
resentatives of universities. One highlight of the week was 
the testimony of a physician, Dr. Robert A. Kehoe, director of 
the Kettering Laboratory, College of Medicine, University of 
Cincinnati. In blunt language, Dr. Kehoe told the committee 
that it was involved in a complicated problem, that there was 
need for regulation, but that if regulations were not reasonable 
and practical they would do more harm than good. 

“The possible deleterious effects of the occurrence or incorpo- 
ration of toxic, injurious or harmful substances into food mate- 
rials and beverages used widely or generally in the United 
States,” he said, “is a problem of such broad scope in the field 
of public hea!th as to baffle the most enthusiastic and experi- 
enced investigator or guardian of the public safety.” However, 
he thought that a “reasonable and fair solution” could be arrived 
at but that it could not be based on a prearranged program 
or formula for examining new products. He said that insistence 
on a thorough investigation of all new chemicals used in the 
food industry, regardless of the merit of such an investigation, 
“would flood all of the presently available experimental facili- 
ties of this type in the country with such investigative work 
at a time when for a number of reasons they are ill prepared 
for it and could hardly be spared for it.” Regarding proposed 
new federa! regulations, Dr. Kehoe cautioned the committee, 
“No useful purpose will be served, it is believed, by the setting 
up of legis!ative requirements that cannot be met, and indeed 
some considerable retrograde progress is likely to result from 
premature developments alcng this line.” 

He argued that modifications should be adopted with regard 
to all factors. “The powers and scope of action by the federal 
government might well be expanded in such manner as to apply 
greater and more uniform pressure on the food-producing and 
food-distributing industries of the country to meet their 
responsibilities to the community,” he said. 

When the committee chairman, Representative James J. 
Delaney (Democrat, New York), asked him for specific sugges- 
tions on regulations, Dr. Kehoe said, “The expansion of powers, 

. in the hands of any federal agency, should be done in such 
manner as not to impose an impossible burden of professional 
responsibility on any such agency or to invest it with arbitrary 
powers.” However, he said, present regulations need “more 
teeth.” He favored in general the technic used by the Food 
and Drug Administration in testing and certifying new drugs 
but proposed that a board or committee of outside experts of 
“broad experience” be called in to determine the degree of 
investigation that “could reasonably be done.” 

When asked whether he thought the primary responsibility 
should rest on the producers, he said he could not answer flatly 
yes or no. Dr. Kehoe said he believed the producers should 
have primary responsibility for supplying information but that 
the whole weight of investigation should not fall on the private 
organization “willing to deal with the problem.” He said he 
favored some sort of a foundation to underwrite research of a 
protective nature. 

Dr. Kehoe took issue with earlier technical witnesses who 
condemned the tse of dichlorodiphenyltrichloroethane (DDT) 
in cow barns. He said the chemical in milk should be kept at 
the lowest poss:b!e level, “but I don’t see how you are going 
to keep it out of cows’ milk. It should be used with such care 
that contamination will be kept at a minimum.” 
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Legislative Notes 


The Senate Labor and Public Welfare Committee has reported 
out S. 4229, extending benefits of Public Law 16 (Seventy- 
Eighth Congress) to veterans of the Korean War. Public 
Law 16 grants vocational rehabilitation to disabled veterans. 
Companion bills have been introduced in the House by Con- 
gressman John Rankin (Democrat, Mississippi) and Olin Teague 
(Democrat, Texas). In letters to both House and - Senate, 
President Truman has urged immediate passage of this legis- 
lation. . . . Senator Owen Brewster (Republican, Maine) 
has introduced a bill making the first Monday in February 
National Children’s Dental Health Day, permanently setting 
aside that day for this purpose. Previously the proclamation 
was made each year. There are several similar bills in both 
Houses. . . . The December 12 Congressional Record carries 
the complete text of the Collier’s magazine article, “Our Alarm- 
ing Doctor Shortage,” by Albert Q. Maisel. It was placed in 
the record by Congressman Abraham Multer (Democrat, New 
York). . . . §.4246, introduced by Senator Elmer Thomas 
(Democrat, Oklahoma), would establish a Universal Civilian 
Defense Training Corps for high school students. Medical and 
other care would be provided for members attending summer 
camps. Physical and dental examinations would be given yearly 
by private physicians and dentists on a contract basis. 


Poliomyelitis 


The Public Health Service reports that the poliomyelitis 
death rate for the first eight months of 1950 is less than half 
that for the corresponding period last year. The estimated 
rate for the first eight months of 1949 was 1.3 per 100,000 of 
population, whereas a sampling this year shows a rate of 0.6 
per 100,000 for the same months. The percentage of cases 
resulting in paralysis was approximately the same for both years. 
A large increase in cases for September and October, however, 
may bring mortality figures for both years more closely together, 
according to USPHS officials. 


Notes 


A Selective Service memo to local boards urges full coopera- 

tion with Red Cross on deferment for dependency. It also 
requests the boards to inform draft registrants of services 
supplied by Red Cross to men inducted. . . . Mortality statis- 
tics for 1949 show the death rate for females is decreasing 
more rapidly than the rate for males. The rate per thou- 
sand for males is 11.2 and for females 8.3. Copies of 
“Priorities in Health Services for Children of School Age,” 
a report of recent studies, is available from the Children’s 
Bureau, Washington 25, D. C. A change in regulations 
regarding Bureau of Indian Affairs’ policy on treating non- 
Indian patients in Indian hospitals appears in the Federal Reg- 
ister of December 9. Defense Secretary Marshall has 
called for wider industrial employment of the physically handi- 
capped as essential to national defense. In a statement to the 
National Employ the Physically Handicapped Committee, he 
said their employment contributed to the military strength of 
the nation. General Aniline and Film Corporation has 
begun production of a synthetic colloid used as a basis for a 
blood plasma substitute. It was used in Germany during World 
War II but has not been available in quantity in this country 
until now. The colloid, polyvinyl pyrrolidone, is a white powder, 
soluble in water and in many organic solvents. . . . 1,400 
men, brought into Army reserves as a result of the doctor 
draft law, have been processed and have had their physical 
examination. All will be called to active duty shortly. 
At this state of mobilization, any specific estimate of future 
medical needs for the armed forces would be little more than 
speculation. The important point is that, if the manpower 
buildup continues as now contemplated, hundreds of men wha 
do not now expect to serve will be in uniform before the end 
of next year. 
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GOVERNMENT SERVICES 
Public Health Service 


Dr. Price Appointed an Assistant Surgeon General 


Dr. David E. Price has been appointed an assistant surgeon 
general of the Public Health Service and an associate director 
of the National Institutes of Health. The appointment was 
made by Dr. Leonard A. Scheele, the Surgeon General. The 
position to which Dr. Price has been appointed was created 
because of the growth of the National Institutes of Health and 
particularly because of the increased administrative responsi- 
bilities entailed by the broadening of the grants programs, the 
inauguration of a large cortisone and pituitary adrenocorti- 
cotropic hormone (ACTH) research program and the initiation 
of new research in the metabolic and neurological diseases. 
Dr. Scheele said that Dr. Norman H. Topping, associate 
director of the National Institutes of Health for the past three 
years, will continue in that capacity and will assist the director, 
Dr. William H. Sebrell, with the intramural research program, 
including the representation of National Institutes of Health 
interests with other governmental agencies. 

As associate director, Dr. Price will assist the director in 
representing the Public Health Service’s National Institutes of 
Health in extramural operations, including coordination of the 
various grants programs, community services and relations with 
the various voluntary organizations with which the Institutes 
share mutual interests. 

During his administration as chief of the Division of Research 
Grants from 1948 to the present, the allocation of grants-in-aid 
for medical research to nonfederal institutions has increased 
from about $10,000,000 to $35,000,000 yearly. Dr. Scheele said 
that Dr. Price has administered this program with great effec- 
tiveness. He has maintained a major principle on which the 
grants program was founded—freedom of research for the 
individual investigator. 

Dr. Price has a B.A. from the University of California, an 
M.D. from the University of California School of Medicine 
and Dr. P.H. from the Johns Hopkins School of Hygiene and 
Public Health. He is a diplomate of the American Board of 
Preventive Medicine and Public Health. 


Decrease in Female Death Rate 


The death rate for females is decreasing more rapidly than 
the rate for males according to estimates of 1949 mortality 
statistics compiled by the National Office of Vital Statistics. 
Between 1940 and 1949, the death rate for the female population 
decreased 13 per cent while the rate for males decreased 7 per 
cent. While the death rate for every age group has been 
declining since 1940, the rate for children 1 to 14 years decreased 


40 per cent, and in the age group 65 to 74 years the decrease 
was only 10 per cent. 

The death rate for males is higher than for females in each 
of the age groups. The largest relative difference between the 
rates for males and females in 1949 was in the age group 15 
to 24 years, in which group the rate for males exceeded the 
rate for females by 89 per cent. The percentage differences 
between the death rates for males and females in the other age 
groups over infancy have also increased but not as rapidly. 


Greek Physicians in Training in Anesthesia 


Two Greek physicians arrived in the United States on 
November 19 for one year of advanced training under programs 
supervised by the Division of International Health of the Public 
Health Service. Both physicians were sent here for special 
training in anesthesia. They were selected by a committee of 
physicians working through the Greek Ministry of Hygiene. 
Dr. Evangeles Anagnostopoulos will go to Hartford Hospital, 
Hartford, Conn., where he will study under the direction of 
Dr. Ralph Tovell, director of anesthesia. Dr. Anagnostopoulos 
is the pathologist and assistant to the professor of surgery at 
the University Medical School, Salonica. Dr. Anastassios 
Karasoulos will report at the University of Minnesota Hos- 
pital for training under the direction of Dr. Ralph T. Knight, 
director of the division of anesthesiology. Dr. Karasoulos has 
been the consultant for the Prenatal Clinics of the Patriotic 
Foundation of Social Welfare and Assistance, a semiofficial 


‘ agency for maternal and child hygiene. 


Swineherd’s Disease Due to Leptospira Pomona 


The following report was released by the U. S. Public Health 
Service, November 23: 

“The Regional Laboratory at Montgomery, Alabama (Virus 
and Rickettsia Section, Communicable Disease Center, Public 
Health Service), reports marked rises in serum agglutination 
titers for Leptospira pomona in ‘nearly all’ of 22 individuals 
tested. These were from a group of 50 young adults and ado- 
lescents in southern Alabama who developed signs and symp- 
toms suggestive of aseptic meningitis. They had all bathed in 
an artificial swimming area of a slow moving creek on July 4, 
1950. Serological tests for common central nervous system 
infections and for Leptospira icterohemorrhagia and L. canicola 
did not indicate recent infection. This is the first report in the 
United States of swineherd’s disease due to this species of 
Leptospira.” 


Miscellaneous 


Navy Reserve Officers on Duty with Army 


Secretary of the Army Frank Pace Jr. has reported to the 
Secretary of Defense, General Marshall, that the 570 Navy 
reserve medical officers recently called to active duty and detailed 
to the Army have reported for Army duty and that “the 
project has been a complete success.” In a memorandum to 
Secretary Pace and to Secretary of the Navy Francis P. 
Matthews, General Marshall said that he was pleased with the 
manner in which this processing of medical officers was accom- 
plished at the Medical Center and that he appreciated this 
evidence of close and effective cooperation between the two 
services. 

The reserve medical officers, part of the group who received 
their medical training under the Navy’s wartime V-12 Pro- 
gram, were ordered to active duty for Army assignments 
between Oct. 15 and Nov. 6, 1950, on instructions from the 
Secretary of Defense. The action was taken in accordance with 


instructions of the President and conforms to the Department 
of Defense priority system for recall of medical and dental 
reserve officers, announced Sept. 7, 1950, for more efficient 
utilization of these reserve officers. Allocations of reserve 
medical officers, approved by Dr. Richard L. Meiling, Director 
of Medical Services, are made available from priority group [ 
for duty according to the current needs of the three military 
services. 


Committee Membership Changes a 


Dr. I. S. Ravdin, Philadelphia; Dr. William S. McCann, 
Rochester, N. Y., and Dr. Francis C. McLean, Chicago, have 
been appointed to the Committee on Medical Sciences of the 
Department of Defense Research and Development Board. These 
new members were on active duty with the armed forces during 
World War II. ‘ 
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(Physicians will confer a favor by sending for this department items of news of general 
interest: such as relate to society activities, new hospitals, education and public health. 
Programs should be received at least two weeks before the date of meeting.) 


ARKANSAS 


Appoint Professor of Otolaryngology.—Dr. Frank S. 
Forman Jr., Kansas City, has been appointed professor of oto- 
laryngology at the University of Arkansas Medical School, 
Little Rock, effective in January. He will do research as well 
as teaching and will serve in the Veterans Administration Hos- 
pital at Little Rock. Since 1946 Dr. Forman has practiced in 


Kansa§ City. 
CALIFORNIA 

Hospital for Imperial Valley.—Pioneers Memorial Hos- 
pital was opened recently near Brawley, at the center of valley 
population and the convergence of roads. The hospital will 
serve 65,000 persons and may be reached in a short time from 
any point in El Centro and Calipatria. It will eliminate trips 
of 125 miles to San Diego and longer ones to other California 
cities. The hospital has 88 beds in private and semiprivate room 
facilities. The central building and technical facilities are 
designed so that eventual growth to 200 beds can be attained. 

Forty-One Doctors Achieve Emeritus Standing.—Forty- 
one physicians on the staff of Los Angeles County Hospital were 
feted at a dinner November 15. All had attained the age of 65 
years and received their diplomas of service and emeritus stand- 
ing on the attending staff. During the evening of reminiscence 
the history of the hospital was presented by two of the phy- 
sicians, who traced its growth from a little adobe building on 
Eternity Street operated by the Sisters of Charity in 1858 to 
the 3,600 bed institution it is today. It has 350 house phy- 
sicians and attending staff of 1,000 physicians and surgeons for 
its average patient load of 3,000. Those who werc retired are 
Drs. Irving R. Bancroft, John V. Barrow, Tobias L. Birnberg, 
Andrew Bonthius, Charles W. Bonynge, William A. Boyce, J. 
Mackenzie Brown, Halbert W. Chappel, William A. Clark, 
Benton N. Colver, Roland S. Cummings, Guy B. Desparois, 
Frank S. Dolley, John Dunlop, Paul A. Ferrier, Alfred 
Galiant, Ernest M. Hall, Edward W. Hayes, Albert L. Hill, 
Carl R. Howson, William W. Hutchinson, Samuel D. Ingham, 
A. Ray Irvine, Madison J. Keeney, J. Mark Lacey, August H. 
Larson, George P. Laton, Edmond M. Lazard, James C. Negley, 
John W. Nevius, Gilbert R. Owen, Francis M. Pottenger, Hans 
E. Schiffbauer, Solomon Strouse, Charles T. Sturgeon, Raymond 
G. Taylor, Roy E. Thomas, Gilbert J. Thomas, Leslie E. Trott, 
Walter F. Wessels and Percival M. Williams. 


CONNECTICUT 

Dr. Howard Appointed Chairman of Council.—Dr. 
Joseph H. Howard, bridgeport, has been chosen chairman of the 
Governing Council of the Connecticut State Medical Society 
succeeding Dr. Thomas P. Murdock of Meriden, who resigned 
to carry on new duties as a member of the American Medical 
Association’s Board of Trustees. Dr. Howard is vice president 
of the Council of New England State Medical Societies and of 
the Connecticut Medical Service, and president of the Connecti- 
cut Cancer Society. In 1945 he was president of the State 
Medical Society. He is director of the department of obstetrics 
at St. Vincent's Hospital, Bridgeport, and a member of the staff 


at Bridgeport Hospital. 
ILLINOIS 


State Tuberculosis Hospital to Open.—The 100 bed 
Mount Vernon State Tuberculosis Sanitarium, the first state 
institution of its kind in Illinois, is nearing completion and is 
expected to open early next year. It will be operated by the 
State Department of Public Health. Dr. Isadore Zapolsky of 
Elgin, who has been appointed medical superintendent, was a staff 
physician at the Chicago Tuberculosis Sanitarium for many years, 
served as medical officer in the U. S. Army for two and a half 
years and has been in charge of the tuberculosis unit of the Elgin 
State Hospital since March 1948. 

One Million Chest Roentgenograms.—The Illinois Depart- 
ment of Public Health has taken the one millionth chest roent- 
genogram in its five year old tuberculosis case-finding program. 
The first mobile x-ray unit began operating on Jan. 10, 1946, 
Today five x-ray busses and one transportable unit are in opera- 
tion. The state health department works closely with local 
groups who sponsor the surveys, i. e., county or city health 
departments, county tuberculosis associations and sanatorium 


boards. After the roentgenograms have been processed by the 
Illinois Department of Public Health, they are sent to the local 
sanatorium or health department, where they are kept as a 
permanent record. 

Chicago 


Presbyterian Hospital School of Nursing.—Presbyterian 
Hospital laid the cornerstone of its 15 story $2,800,000 school of 
nursing November 29. When completed next summer it will 
house 300 students and provide administrative offices, class 
rooms aud laboratories. The new building replaces the Sprague 
home on Congress Street, which is being torn down to make 
way for the Congress Street superhighway. 


Grant for Study of Human Energy.—Northwestern Uni- 
versity has received a grant of $4,500 from the Rockefeller 
Foundation, New York, for study of the creation of energy in 
the human body. Dr. Irving M. Klotz, professor of chemistry 
and biology and a member of the faculty since 1942, will direct 
the research. University scientists will investigate the processes 
by which chemical fluids in the human body combine with food 
particles to produce energy. 


Dr. Rattner to Head Dermatology Department.—Dr, 
Herbert Rattner. professor of dermatology, Northwestern Uni- 
versity Medical School, has been aupremes chairman of the 
department succeeding Dr. Edward A. Oliver, now professor 
emeritus of dermatology. Dr. Seecer served as a staff derma- 
tologist in the Cook County, Michael Reese, Augustana and 
South Shore hospitals before joining the medical school. 


University Downtown Lectures.—<A series of lectures on 
biologic aggression and biochemical defenses will be presented 
in the winter schedule of the University of Chicago's down- 
town center, at 19 South I.a Salle Street. Frank W. Putnam, 
Ph.D., assistant professor of biochemistry, will open the series at 
8:00 p. m. January 10, when he speaks on “Bacterial Toxins 
and Biologic Warfare.” Other lecturers will he: 

Jan. 17, James W. Moulder, Ph.D., assistant professor of biochemistry, 

Ant.bodies. 

Jan. 24, Bernard S. Schweigert, Ph.D., assistant professor of bio- 

chemistry, “The frinciples ot Biological Antagonism. 

Jan. 31, James W. Moulder, Ph.D., Chemical Warfare Among Micro- 

organ.sms, 

Feb. 7, bernard S. Schweigert, The Attack on Anemias. 

Feb. 14, Albert Dorfman, assistant professor of pediatrics, Bio- 

chemistry of Connect:ve Tissue. 

Feb. 21, Albert Dorfman, ACTH, Cortisone and Rheumatic Diseases. 

Feb. 28, Thomas B. Coolidge, associate professor of b.ochemistry, Bio- 

chemical Approaches to Dental Health. 

March 7, Thomas B. Coolidge, Biological Defenses Against Acids and 


ool 
March 14, Elwood B. Jensen, assistant professor of chemistry, The 
Biochem:st and the Cancer Problem. 
Prerequisite for the lecture series, which may be attended for 
college credit, is university work in chemistry, biology or physics. 
The series ticket is $18; single admission is 
In another winter series of the university advances in the fight 
against death and disease will be reported. Dr. William J. 
Dieckmann, chairman, department of obstetrics and gynecology, 
will open the series with a discussion on “Safe Childbirth.” He 
will speak at 5:30 p. m. on January 9 at 19 South La Salle 
Street. Other lecturers will. be: 


Jan. 16, Thomas W. Lester Jr., assistant professor of medicine, Con- 
troll.ng Aiborne Infections, 

Jan. 30, Dwight E. Clark, associate professor of surgery and secretary 
of the department, Radioactive lodine: New Treatment for Thyroid 
Diseases. 

Feb. 6, M. Edward Davis, professor of obstetrics and gynecology, 
Diagnosis and Treatment of Gynecologic Cancer, Sterility and 
Menopause. 

Feb. 13, Leon O. Jacobson, associate professor of medicine, The Fight 
Against Cancer. 


Series tickets are $3.60 each and single admission, $1. 


KANSAS 


Narcotic Violation.—Dr. Hugh A. Hope, Hunter, pleaded 
guilty on four counts of an indictment charging violation of 
the federal narcotic laws in the U. S. District Court at Topeka 
and on October 13 was sentenced on one count to serve a term of 
one year and one day, was fined $3,000 on another count, and 
sentence was suspehded on the two remaining counts. He was 
placed on probation for a period of three years. Execution of 
the sentence was suspended until December 1. 
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MARYLAND 


Clinics for Epileptic Children.—A statewide program of 
assistance to epileptic children was recently begun under a 
special grant to the Maryland Health Department by the Chil- 
dren’s Bureau of the Federal Security Agency. The demon- 
stration program will be based on recent advances in the control 
of epilepsy. The Johns Hopkins School of Medicine and the 
University of Maryland School of Medicine and College of 
Physicians and Surgeons will cooperate in the program. The 
medical schools will furnish specialists to help in the operation 
of two diagnostic clinics in Baltimore, to which children through- 
out the state will be referred. All the county health departments 
expect to take an active part by referring children to the clinics, 
supplying necessary drugs and working closely with the local 
physicians in carrying out the treatment recommended in each 


case. 
MISSOURI 

Rehabilitation Center in St. Louis.—Washington Uni- 
versity’ s plans for a rehabilitation center at the School of Medi- 
cine in St. Louis were given impetus this month when Mrs. Oscar 
Johnson, widow of the late shoe manufacturer, pledged 6,0J0 
shares of the capital stock of the International Shoe Company 
to be applied to the project. Present value of the stock is 
$240,000. The sum is to be used with other gifts to construct a 
building that will house the occupational therapy and phy sical 
ag research laboratories. Provision is made that, if by 
Jan. 1, 1956, sufficient supplementary funds shall not have been 
raised, proceeds of Mrs. Johnson's gift will be used for support, 
maintenance and development of the Oscar Johnson Institute, a 
hospital in the medical center for research in otolaryngology and 
ophthalmology. Plans for the center were drawn up after 
consultation with Dr. Howard Rusk, former member of the 
Washington University medical faculty, now at New York 
University-Bellevue Medical Center in New York. 


MONTANA 
State Secretary Goes Into Air Force.—The Executive 
Committee of the Montana State Medical Association has 
appointed Dr. Everett H. Lindstrom of Helena to succeed Dr. 


Herbert T. Caraway, Billings, as secretary-treasurer. Dr. Cara-. 


way was recently commissioned a major in the Medical Corps 
Reserve of the Air Force and is awaiting orders to report for 


active duty. 
NEW JERSEY 

Society News.—The New Jersey Orthopedic Society at the 
recent annual meeting elected Dr. Nicholas S. Ransohoff, Asbury 
Park, president: Dr. Raphael R. Goldenberg,- Paterson, presi- 
dent-elect; Dr. Philip Willner, Newark, secretary, and Dr. Roy 
R. Ciccone, Passaic, treasurer. 

Regional Conference on Civil Defense.—The governor 
of New Jersey has invited the governors of Delaware, New 
York, Massachusetts and Pennsylvania to invite representative 
teams to a four state regional conference on local health services 
and civil defense Januarv 22-23 at the Nassau Tavern in Prince- 
ton. The National Health Council, through its National 
Advisory Committee on Local Health Units, is serving in an 
advisory capacity to the organizing committee. 


NEW YORK 

State Cancer Clinic Directory.—The Bureau of Cancer 
Control of the State. Department of Health has prepared a 
directory of cancer detection centers and tumor clinics, which 
lists county, city, hospital and date and time of clinics through- 
out the state. It suggests that patients be referred through the 
family physician or, where this is not possible, that the clinic 
admitting officer be consulted concerning the proper procedure. 
Fee schedules vary, but no patient will be refused admission 
because of inability to pay, the directory states. The directory 
was prepared with the cooperation of city, county and district 
health officers, who submitted information regarding clinics in 
their specific areas. The directory is available to physicians, 
nurses and others concerned with clinic procedures. 


New York City 

Plea to Reserve Television Channels for Education.— 
The Council of the New York Academy of Medicine has endorsed 
the appeal to the Federal Communications Commission for 
setting aside at least 20 per cent of the channels available on 
television for educational purposes. The academy points out 
that, with the growth of the commercial programs, less and less 
time has been given to health organizations, despite the fact that 
radio channels are of “public domain” and are released to the 
stations on a privileged rather than on a proprietary basis. The 
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reservation of a definite percentage of the available television 
channels for educational purposes should prevent the similar 
i off of educational services on television, the academy 
said. 

Course in Allergy.—A short course to cover four sessions 
on the nature and cause of allergy and its practical management 
will be conducted in the New School for Social Research begin- 
ning January 23 by Dr. Arthur F. Coca. Dr. Coca is honorary 
president of the American Association of Immunologists. He 
was the founder and for many years the editor of the Journal of 
Immunology and is the author of a textbook on allergy. Dr. 
Coca plans to encourage students to experiment throughout the 
course with the technic of using the pulse to determine causes of 
allergy symptoms. 

Dr. Cherkasky to Direct Montefiore Hospital.—Dr. 
Martin Cherkasky, Hartsdale, N. Y.. has been named director 
of the Montefiore Hospital to succeed Dr. Ephraim M. Blue- 
stone, director since 1928. Dr. Bluestone was appointed con- 
sultant to the hospital, including its Montefiore Hospital Country 
Sanatorium at Bedford Hills. Both appointments are effective 
January 1. Dr. Cherkasky has been serving as full time chief 
of the hospital's division of social medicine. He is also physician- 
in-charge of the Family Health Maintenance Demonstration, 
recently inaugurated at the hospital. 

Dr. Bluestone this month completes 30 years of service as an 
executive in the field of organized medical care. He served as 
assistant director of the Mount Sinai Hospital from 1920 to 
1926 and as director of the Hadassah Medical Organization for 
all Palestine from 1926 to 1928. Dr. Bluestone is a member of 
the faculty of the Columbia University School of Hospital 
Administration. 

Academy Requests Abstracts of Clinical Research 
Papers.—The Committee of Medical Education of the New 
York Academy of Medicine invites all research workers of 
Greater New York and cities within 100 miles to submit abstracts 
of papers for presentation at the Clinical Research Meeting to 
be held April 4-5, when investigators may present results of 
clinical research. The presentations will be confined to original 
research in clinical medicine or surgery. or to research applicable 
to medicine or surgery in all clinical branches. Preference will 
be given to papers that have not heen presented before a society 
(other than intramural). Investigators are requested to state 
whether this work has been published or has been submitted for 
publication; also, in cases in which the investigator is working 
under the head of the department of a hospital or research 
institute, approval of the head of department must accompany 
the application. The presentation in quadruplicate, not to exceed 
500 words in length, should be sent to the Secretary of the 
Committee of Medical Education. New York Academy of 
Medicine, 2 East 103d Street, New York 29, not later than 
February 1. A formal invitation to participate in the program 
will be extended by the committee to the authors of papers 


selected. 
OHIO 

Hospital News.—Ground was broken in November for the 
new Youngstown Receiving Hospital, which is to be built at a 
cost of about $1,000,000. This will be the ninth receiving hos- 
pital in Ohio. 

Museum Models on Reproduction Available.—Bruno 
Gebhard, director, Cleveland Health Museum, announced Decem- 
ber 6 that the museum will carry on the work of Dr. Robert 
Latou Dickinson, originator and designer of the world famous 
“Birth Series” models for lay and professional education. Since 
1945 the Cleveland Health Museum has held exclusive duplica- 
tion rights on these life-size, three dimensional models of human 
reproduction. Duplicates are availiable. Illustrated folders will 
be sent on request. 

SOUTH CAROLINA 


State Orthopedic Association.—The South Carolina Ortho- 
pedic Association was organized at a meeting November 8 in 
Columbia. Members of the association will be active fellows, 
engaged in practice of orthopedic surgery exclusively, and junior 
fellows, physicians who are in training for practice in orthopedic 
surgery. After the organizational meeting Dr. Peter B. Wright, 
professor of orthopedic surgery at the University of Georgia 
School of Medicine, Augusta, spoke on the basic principles of 
the specialty. Officers elected are Dr. William A. Boyd, Colum- 
bia, president; Dr. Austin T. Moore, Columbia, vice president, 
and Dr. George R. Dawson Jr., Florence, secretary-treasurer. 
Elected to the executive committee were officers of the asso- 
ciation and Dr. Frank H. Stelling, Greenville, and Dr. Frank A. 
Hoshall, Charleston. 
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UTAH 

Cancer Research Building.—A four story, $413,000 cancer 
research building is scheduled to open in December as a part 
of the proposed University of Utah Medical Center in Salt Lake 
City. The basement of the structure will be used for tracer 
studies with radioisotopes. The first floor will be occupied by 
offices, a library and seminar rooms, the second floor will be 
devoted to biochemical research, the third floor to studies of 
the physiology of cancer and the fourth to biologic research. 
Special rooms will include a tissue culture laboratory, dark rooms, 
optical laboratories and rooms for housing experimental mice. 


WEST VIRGINIA 

Society News.—Dr. Raphael J. Condry, Elkins, was named 
president of the West Virginia Heart Association at the annual 
meet ng in Huntington. October 26-27. Dr. James L. Wade of 
Parkersburg was named vice president; Dr. John S. Pearson of 
Huntington, secretary, and Mr. R. E. Plott of Charleston, 
treasurer 

Establishing a Four Year Medical School.—The house of 
delegates of the West Virginia State Medical Association at a 
special meeting in Clarksburg November 19 went on record 
unanimously in favor of establishing a four year school of 
medicine and dentistry as a part of West Virginia University. 
Resolution urging the creation of the school had previously been 
adopted at regular sessions of the house of delegates in August 
1949 and July 1950. It was the first called meeting of the 
delegates in recent years and was one of the most largely 
attended meetings ever held by the association. A copy of the 
resolutions adopted by the Board of Governors of the West 
Virginia University October 27 was read. The board recom- 
mended the “immediate expansion of the university's present 
two year medical school into a four year medical and dental 
school, teaching hospital, nurses training school an state hea'th 
center on the campus of the university at Morgantown.” The 
study on which this recommendation is based shows that the 
required capital expenditures for this program would total from 
$759,000 to $1,000,000. 

The discussion at the meeting also included the reports filed 
by Dr. Herman G. Weiskotten, dean of Syracuse (N. Y.) Uni- 
versity College of Medicine, and Dr. Wilburt C. Davison of 
Durham, N. C., dean of Duke University School of Medicine, 
who made surveys concerning the need for such a school and 
both of whom advocated the immediate construction of a four 
year school. The next regular session of the legislature will 
convene at Charleston January 10, and if the usual procedure is 
followed, the report of the Interim Committee will be submitted 
to the governor and the legislature early in the session. 


WISCONSIN 


Course on Cortisone and ACTH at Madison.—The Uni- 
versity of Wisconsin Medical School will present January 17 an 
intensive one day course on cortisone and pituitary adrenocortico- 
tropic hormone (ACTH), designed to appeal to physicians in 
practice. The course will be supervised by Dr. Edgar S. Gor- 
don, associate professor of medicine, with Dr. i B. 
Crepea, assistant professor of medicine, and Roland K. Meyer, 
Ph.D., professor of zoology, assisting. Two medical films will 
be presented through the courtesy of Armour Laboratories, 
Chicago. The fee is $3. Further inquiry should be directed 
to Dr. Robert C. Parkin, 418 North Randall Avenue, Madison 6. 


GENERAL 


American Academy of Forensic Sciences.—This organ- 
ization will hold its third annual meeting March 1-3 at the 
Drake Hotel, Chicago. All persons desiring to present papers 
are requested to contact Dr. Abraham W. Freireich, chairman 
of the program committee, 180 Hempstead Avenue, Malverne, 
NX. Y. Additional information may be obtained from the office 
of the president, Dr. R. B. H. Gradwohl, 3514 Lucas Avenue, 
St. Louis 3. 

Course in Orthoptics.—The American Orthoptic Council 
will present its fourth annual intensive course in orthoptics in 
Boston, July 5-Aug.,31, 1951. Tuition is $150. The council will 
make an effort to see that all students enrolled have places to 
complete their practical training following the course. Applicants 
must be at least 18 years of age, have had a high school educa- 
tion and be sponsored by an ophthalmologist. A few scholarships 
are available from the Delta Gamma Fraternity Project. 
Inquiries should be addressed to the American Orthoptic Council, 
Dr. Richard G. Scobce, 40 S. Kingshighway, St. Louis 10. 
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Masons Finance Research on Dementia Precox.—The 
Supreme Council, Thirty-Third Degree, of the Ancient Accepted 
Scottish Rite of Freemasonry for the Northern Jurisdiction, 
comprising the states north of the Ohio River and east of the 
Mississippi River, has appropriated $1,000,000 to endow a 
benevolent foundation, the endowment fund to be increased from 
time to time. A sum of $50,000 was appropriated for further 
research into dementia precox. The Supreme Council began 
its program of sindy on demential precox 18 years ago and has 
expended $900,000 in the work up to the present time. Dr. 
Richard A. Kern of Philadelphia is chairman of the council's 
Committee on Benevolences. 

Society Elections.—Newly elected officers of the New 
England Obstetrical and Gynecological Society are Dr. Arthur 
T. Hertig, Winchester, Mass., president; Dr. Joseph H. Howard, 
Bridgeport, Conn., vice president ; Dr. Frederick L. Good, Bos- 
ton, treasurer, and Dr. Carmi R. Alden, Boston, secretary —— 
New officers of the Western Surgical Association elected at the 
meeting in Minneapolis December 1 include Dr. Erwin R. 
Schmidt, Madison, Wis., president; Dr. Michael L. -Mason, 
Chicago, secretary, and Dr. Herbert H. Davis, Omaha, treasurer, 
The next annual meet:ng will be held in Colorado Springs at 
the Broadmoor Hotel Nov. 29-Dec. 1, 1951. 

Dr. Kern to Head Editorial Board.—Starting with the 
January issue, the American Journal of the Medical Sciences 
will be under the editorial direction of Dr. Richard A. Kern, 
professor anj head of the department of medicine, Temple Uni- 
versity School of Medicine, Philadelphia. With Dr. Kern will 
be a new associate editor, Dr. Thomas M. Durant, professor of 
clinical medicine at Temple, and a new assistant editor, Dr. Chris 

D. Zarafontis, associate professor of internal medicine at 
Temple. These men will succeed the former editorial board 
headed by Dr. Edward B. Krumbhaar of the University of 
Pennsylvania, Philadelphia. Dr. Krumbhaar retired after 25 
years’ association with the journal. 

Reports on Epidemics.—Dr. Archie L. Gray, Mississippi 
State Board of Health, has reported to the U. S. Public Heaith 
Service an outbreak of acute gastroenteritis in a city with a 
population of 49,000. There were 18 cases with onset of il!ness 
between September 16 and 25. Investigation revealed that a 
cream-filled pastry was the vehicle of transmission. 

Dr. W. R. Geidt, Washington State Department of Health, has 
reported an outbreak of 13 cases of trichinosis in Seattle. The 
vehicle of infection was thought to be sausage made late in 
October from hogs shipped from the West North Central states. 
The onset of infection was early in November. Diagnosis was 
confirmed clinicaily and by muscle biopsy in one case. The rou- 
tine processinz of meat was considered to be satisfactory. 

Dr. Williams Wins Chemistry Award.—Professor Roger 
J. Williams, Sc.D., of the University of Texas, widely known for 
work in the field of vitamins, was chosen the 1950 winner of 
the Southwest Award of the American Chemical Society at the 
society’s annual Southwest regional meeting. Professor Wil- 
liams has been director of the University of Texas Biochemical 
Institute since 1940. The award, a bronze plaque and $200 in 
cash, was presented to him at a luncheon in San Antonio, 
December 9. He came to the University of Texas in 1939. He 
has been consulting biochemist at the M. D. Anderson Hospital 
for Cancer Research, Houston, since 1942. He serves on the 
Food and Nutrition Board of the National Research Council and 
was formerly with the U. S. Public Health Service. He has 
received the Mead Johnson Award of the American Institute of 
Nutrition and the Chandler Medal of Columbia University, 
which he shared in 1942 with his brother, Robert R. Williams, 
Se.D., New York. 

Meeting of International College of Surgeons.—The 
Southern Section of the International College of Surgeons will 
meet at the Biltmore Hotel, Atlanta, Ga., January 11-13. The 
program lists the following lecturers and their subjects: 


Amos R. Koontz, Baltimore, Tantalum Mesh in Hernia Repair. 
Karl Meyer, Chicago, Trends in Treatment of Carcinoma of the Left 
Colon, 

Merr.ll N. Foote, Brooklyn, N. Y.. Nodular Goiter. 

Harry Bacon, Philadelphia, Postoperative Abdominal Wound Dehiscence. 

Raymond McNealey, Chicago, Ulcerative Colstis. 

Arnold S. Jackson, Madison, Wis., Surgical Lesions of the Neck. 

Philip Thorek, Chicago, Trends in Esophageal Surgery. 
Other speakers include Drs. Herbert Acuff, Knoxville; Richard 
Cattell, Bostcen; Gilbert F. Douglas Jr., Birmingham, Ala.; 
Lawrence S. Fallis, Detroit; William G. Hamm and Exum 
Walker, Atlanta, Ga.; De Lou P. Hall, Louisville, Ky.; Claude 
J. Hunt, Kansas City; Frank Meleney, New York, and Howard 
D. Trimpi, Philadelphia. 
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Damon Runyon Clinical Research Fellowships.—The 
Committee on Growth of the National Research Council, acting 
for the American Cancer Society, is accepting applications for 
Damon Runyon Senior Clinical Research Fellowships. These 
fellowships in cancer research are financed by a grant of 
$110,000 from the Damon Runyon Memorial Fund to the Amer- 
ican Cancer Society. Applications should be filed before March 
1, 1951, on behalf of the applicant by the institution where the 
fellow will be in residence. Applications wi!l be considered in 
April and fellowships ordinarily will begin July 1, though this 
date may be varied at the request of the fellow. Awards are 
made directly to the institution on an annual basis and renewal 
may be requested. Persons now holding these fellowships will 
be notified regarding applications for renewal. Communications 
should be addressed to the Executive Secretary, Committee on 
Growth, National Research Council, 2101 Constitution Avenue, 
N.W., Washington 25, D. C. 


FOREIGN 


Poisonous Smog Kills 15 in Mexico.—A poisonous refinery 
smog which spread over the suburb of Poza Rica, an-eastern 
Mexico oil town, tock the lives of 15 persons November 24, 
according to the Associated Press. Forty of the 60 persons 
affected were hospitalized, and three were in serious condition 
the following day. It is believed that the smoke from a refinery 
plant mixed with a heavy fog was blown down on the settlement. 
Poza Rica is surrounded by oil and gas wells in the low hills, 
and the afflicted settlement, which bears no name of its own, is 
among these hills. 


Medical Examinations and 
Licensure 


COMING EXAMINATIONS AND MEETINGS 


BOARDS OF MEDICAL EXAMINERS 


ALABAMA: Montgomery, June 26-28. Sec., Dr. D. G. Gill, 519 Dexter 
Ave., Montgomery 

Arizona: * Examination. Phceenix, Jan. 17-19. Reciprocity. Phoenix, 
Jan. 20. Sec., Dr. J. H. Patterson, 316 W. McDowell Road, Phoenix. 

Arkansas: * Regular. Little Rock, June 7-8. Sec., Dr. Joe Verser, 
Harrisburg Eclectic. Little Rock, Jume 7. Sec., Dr. C. H. Young, 1415 
Main St., Little Rock. 

Cattrornta: Written. Los Angeles, Feb. 26-Mar. 1. Oral. San 
Francisco, Jan. 20. Los Angeles, Feb. 24. Oral and Clinical for 
Foreign Medical School Graduates. Los Angeles, Feb. 25. Sec., Dr. 
Frederick N. Scatena, 1020 N St., Sacramento 14. 

Cotorapo: * Denver, Jan. 3-5, 1951. Exec. Sec., Mrs. B. M. Hudgens, 
831 Republic Bldg., Denver. 

Connecticut: * Examinetion. Hartford, March 13-14. Sec. to the 
Board, Dr. Creighton Barker, 160 St. Ronan St., New Haven. Homeo- 
pathic. Derby, Gineeh 13-14. Sec., Dr. Donald A. Davis, 38 Elizabeth 
St., Derby. 

Detaware: Dover, Jan. 9-11. Reciprocity. Jan. 18, 1951. Sec., Dr. 
J. S. McDaniel, 229 S. State St., Dover. 

Georcia: Atlanta, June. Augusta, June. Sec., Mr. R. C. Coleman, 
111 State Capitol, Atlanta. 

Guam: The Commission on Licensure will meet whenever a candidate 
appears or submits his credentials. Ex. Sec., Dr. John Y. Battenfield, 
Agana. 

Hawatt: Honolulu, Jan. 8-11, 1951. Sec., Dr. I. L. Tilden, 1020 Kapio- 
lani St., Honolulu. 

Ipano: Boise, Jan. 8, 1951. Sec., Mr. Armand L. Bird, 305 Sun 
Bidg., Boise. 

Ittrnots: Chicago, Jan. 9-11. Superintendent of Registration, Mr. 
Charles F. Kervin, Capitol Bldg., Springfield. 

Inpiana: Indianapolis, June 20-22. Exec. Sec., Miss Ruth V. Kirk, 
1138 K. of P. Bidg., Indianapolis 4. 

Maine: Portland, March 12-13. Sec., Dr. Adam P. Leighton, 192 
State St., Portland. 

Marytann: Baltimore, June 19-22. Sec., Dr. Lewis P. Gundry, 1215 
Cathedral St., Baltimore 1. 

Massacnusetts: Boston, Jan. 23-26, 1951. Sec., Dr. Geo. R. Schadt, 
37 State House, Boston. 

Minnesota: * Minneapolis, Jan. 16-18. Sec., Dr. J. F. Du Bois, 230 
Lowry Medical Arts Bldg., St. Paul 2. 

Missouri: Examination, a City, Feb. 19-21, Reciprocity. 
Jefferson City, Feb. 12. Ex. Sec., Mr. John A. Hailey, Box 4, Jetierson 
City. 

Montana: Helena, April 2-4. Sec., Dr. S. A. Cooney, 214 Power 
Block, Helena. 
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Nepraska:* June 1951. Director, Mr. Oscar F. Humble, Room 1009, 
State Capitol Bidg., Lincoln. 

Nevapa: Carson City, Feb. 5. Sec., Dr. George H. Ross, 112 Curry 
St., Carson City. 

New Hampsuire: Examination. Concord, March 14-15. Sec., Dr. John 
S. Wheeler, 107 State House, Concord. 

New Jersey: Examination. Trenton, June 19-22. Sec., Dr. E. S. 
Hallinger, 28 W. State St., Trenton. 

New Mexico: * Santa Fe, April 10-11. Sec., Dr. Charles J. McGoey, 
Coronado Bldg., Santa Fe. 

New York: Examination. Albany, Buffalo, Syracuse and New York 
City, Jan. 30-Feb. 2. Sec., Dr. Jacob L. Lochner, 23 S. Pearl St., Albany. 

Nortu Carona: Reciprocity. Winston-Salem, Jan. 15. Sec., Dr. 
Joseph J. Combs, 419 Professior.al Bldg., Raleigh. 

Nortu Daxota: Grand Forks, Jan. 3-6. Sec., Dr. C. J. Glaspel, 
Grafton. 

Oxranoma:* Examination. Oklahoma City, June 6-7. Sec., Dr. Clinton 
Gallaher, we Braniff Bldg., Okiahoma City. 

Orecon: Portland, January 4-6. Sec., Mr. Howard I. Bobbit, 608 
Failing Bldg. Portland 4. 

PENNSYLVANIA: Philadelphia, January 1951. Acting Secretary, 
Mrs. M. G. Steiner, 351 Education Bidg., Harrisburg. 

Puerto Rico: Examination. Santurce, March 6. Sec., Mr. Luis Cueto 
Coli, Box 3717, Santurce. 

Ruope Istanp:* Providence, Jan. 4-5. Chief, Division of Profesional 
Regulation, Mr. Thomas B. Casey, 366 State Office Bldg., Providence. 

Soutn CaRoLina: afroctprectia. Columbia, Jan, 2, Feb. 6, March 5, 
April 2. Sec., Dr. N. B. Heyward, 1329 Blanuing St., Columbia. 

Soutn Dakota: * Jan. 15-16. Sioux Falls, South Dakota. Sec., Dr. 
C. E. Sherwood, 109 Center St., West, Madison 

Uran: Salt Lake City, July 1951. Dir., Mr. Frank E. Lees, 324 State 
Capitol Bidg., Salt Lake City 1. 

Vermont: Burlington, February 1951. Sec., Dr. F. J. Lawliss, 
Richford 

Virctn Istanps: St. Thomas, June 12. Sec., Dr. Earle M. Rice, 
St. Thomas. 

Wasuincton:* Seattle, January 1951. Sec.. Mr. Edward C. Dohm, 
Department of Licenscs, Olympia. 

West Vircinta: Charleston, Jan. 8-10. Sec., Dr. N. H. Dyer, State 
Capitol, Charleston 5. 

Wiscossin: * River Falls, Jan. 9-11, 1951. Sec., Dr. C. A. Dawson, 
Tremont Blig.. River Falls. 

Wyvominc: Examinetion. Cheyenne, Feb. 5. Sec., Dr. Franklin D. 


Yoder, Cap:tol Bidg., Cheyenne. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 

Connecticut: Examination. Feb. 10. Executive Asst., State Board of 
Healing Arts, Mr. M. G. Reynolds, 110 Whitney Ave., New Haven 10. 

District of CotumBia: Examination. April, 1951. Sec., Dr. Daniel 
L. Seckinger, 4130 E. Municipal Blidg., Washington. 

Fioripa: Examination. Gainesville, June 2. Sec., Mr. M. W. Emmel, 
University of Florida, Gainesville. 

lowa: Examination. Des Moines, Jan. 9. Sec., Dr. Ben H. Peterson, 
Coe College, Cedar Rapids. 

Micuican: Examination. Detroit and Ann Arbor, Jan. 12-13. Sec., 
Miss Eloise LeBeau, 101 No. Walnut St., Lansing 15. 

Minnesota: Examination. Minneapolis, Jan. 2-3. Sec., Dr. Raymond 
N. Bieter, 105 Millard Hail, University of M ta, Mi poli 

Nesraska: Examination. Omaha, Jan. 9-10. Dir.. Mr. Oscar F, 
Humble, Room 1009, State Cap.tol Bldg., Lincoln 9. 

Oxcauoma: Examination. Oklahoma City, March 27. Sec., Dr. Clinton 
Gallaher, 813 Braniff Bldg., Oklahoma City. 

Ruope Istanp: Examination. Providence, Feb. 14. Chief, Division of 
Professional Regulation, 366 State Office Bldg., Providence. 

TENNESSEE: Examination. Memphis, Dec. 27-28. Sec., Dr. O. W. 
Hyman, 874 Union Avenue, Memphis. 

Texas: Examination. Latter Part of April. Sec., Bro. Raphael Wilson, 
306 Nalle Bidg., Austin. 

Wasutincton: Seattle, January 1951. Sec., Mr. Edward D. Dohm, 
Department of Licenses, Olympia. 

Wisconsin: Examination. Madison, April 7. Sec., Mr. W. H. Barber, 
Scott and Watson Sts., Ripon. 








* Basic Science Certificate required. 


Coming Medical Meetings 


American Academy of Allergy, Hotel Statler, New York, Feb. 5-7. Dr, 
Walter S. Burrage, 208 E. Wisconsin Ave., Milkaukee 2, Secretary. 
American Academy of Orthopaedic Surgeons, Palmer House, Chicago, 
Jan. 27-Feb. 1. Dr. Harold B. Boyd, 122 S. Michigan Ave., Chicago 3, 

Secretary. 

American Society for Surgery of the Hand, Palmer House, Chicago, 
Jan. 26. Dr. Joseph H. Boyes, 1401 5S. Hope St., Los Angeles 15, 
Secretary. 

Atlanta (iraduate Medical Assembly, Municipal Auditorium, Atlanta, Ga., 
Feb. 5-7. Mrs. Stewart R. Roberts, 768 Juniper St. N.E., Atlanta, 
Executive Secretary. 

International Post-Graduate Medical Assembly of Southwest Texas, Muni- 
cipal Auditorium, San Antonio, Jan. 23-25. Dr. John H. Hinchey, P. O. 
Box 2445, San Antonio 6, Secretary. 
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Palmer, Walter Walker ® New York; born in Southfield, 
Mass., Feb. 27, 1882; Harvard Medical School, Boston, 1910; 
served an internship at the Massachusetts General Hospital in 
Boston, where he accepted the Henry P. Walcott Fellowship 
and where from 1913 to 1915 he served as resident physician; 
was an instructor in physiological chemistry at Harvard; 
in 1915 moved to the Rockefeller Institute in New York, serv.ng 
as an assistant in medicine and assistant resident physician; 
in 1917 became associate professor of medicine at Columbia 
University College of Physicians and Surgeons; during World 
Wer I served as first lieutenant in the medical reserve corps of 
the U. S. Army; in 1919 accepted the full time position of asso- 
ciate professor of medicine at Johns Hopkins University and was 
made an associate visiting physician to the Johns Hopkins 
Hospital, where he remained until 1921; later returned to New 
York, becoming Bard professor of medicine at Columbia and 
director of the medical service at the Presbyterian Hosn‘tal, 
serving in this capacity until 1947, when he became emeritus 
professor at the school and consultant in medicine at the hos- 
pital; since 1947 director of the Public Health Research Insti- 
tute of New York; past president of the Harvey Society and 
the American College of Physicians, of which he had been a 
vice president, governor and regent; member of many profes- 
sional societies, including the Association of American Physi- 
cians, the American Society for Clinical Investigation, the 
Society for Experimental Biology and Medicine and the New 
York Academy of Medicine; member of the National Board of 
Medical Examiners from 1921 to 1943; during World War II 
served as chairman of the Committee on Drugs and Medical 
Supplies of the National Research Council and was a member 
of its committee on medicine; an advisor to the War Production 
Board and a member of the advisory committee of the Office 
of Scientific Research and Development; in 1945 and 1946 
was chairman of the medical advisory committee appointed by 
Vannevar Bush to prepare a report for the President on the 
establishment of a National Science Foundation; in 1919 
appointed to the Council on Pharmacy and Chemistry of the 
American Medical Association, in which he served as vice 
chairman from 1936 until his retirement in 1947; recipient of 
the honorary degree of Doctor of Science from Amherst Col- 
lege in 1922, from Columb‘a in 1929 and Princeton in 1947; his 
early collaboration with Prof. L. J. Henderson culminated in 
the classical studies on acid-base equilibrium; made significant 
contributions to knowledge of diabetes, thyroid physiology and 
the management of thyroid disease; author of numerous articles 
and at one time was a member of the editorial board of Medicine 
and also of the Archives of Internal Medicine; at the time of 
his death was editor in chief of the Nelson Loose-Leaf Medi- 
cine and chairman of the advisory committee of the American 
Journal of Medicine; died suddenly on his farm at Tyringham, 
Mass., October 28, aged 68, of coronary disease. 

Nuttall, John Price, Santa Monica, Calif.; born in Port 
Royal, Ky., Jan. 30, 1878; Hospital College of Medicine, 
Louisville, Ky., 1902; member of the American Medical Asso- 
ciation and in 1938 and 1939 a member of its House of Dele- 
gates; past president of the American Association of Medical 
Milk Commissions; past president and vice president of the Los 
Angeles County Medical Society; formerly secretary of the 
Henry County (Ky.) Medical Society and health officer of 
Henry County; served on the staff of the Battle Mountain 
Sanatorium in Hot Springs, S. D.; during World War II was 
a member of the Committee on Procurement and Assignment 
of Los Angeles County; emeritus chief of staff at Santa Monica 
Hospital; died in the Veterans Administration Hospital in 
West Los Angeles October 7, aged 72, of arteriosclerosis. 

Milnor, Guy Champion ® Honolulu, Hawaii; born in 
Warrensville, Pa., Jan. 31, 1887; University of Pernsylvania 
School of Medicine, Philadelphia, 1914; past president of the 
Hawaii Territorial Medical Association and Honolulu County 
Medical Society; formerly secretary of the Hawaiian Terri- 
torial Board of Medical Examiners and for many years mem- 
ber of the board of health; served during World War I; 
member of the selective service appeal board; fellow of the 
American College of Surgeons; consulting obstetrician and 
gynecologist, Kapiolani Maternity and Gynecological Hospital, 
where he was a member of the board; senior member of the 





@ Indicates Fellow of the American Medical Association. 


clinic; consultant and gynecological surgeon, St. Francis 
Hospital and the Queen’s Hospital, where he died October 26, 
aged 63, of cerebral hemorrhage. 


Doughty, Roger Gamble, Columbia, S. C.; born in 
Augusta, Ga., in 1895; Johns Hopkins University School of 
Medicine, Baltimore, 1920; past president of the Columbia 


Medical Society and past vice president of the Southern Sur- 
gical Association; president of the South Carolina Surgical 
Society ; member of the American Medical Association, Eastern 
Surgical Society and the Southeastern Surgical Congress; fel- 
low of the American College of Surgeons; member of the 
founders group of the American Board of Surgery; affiliated 
with Columbia Hospital, where he was a member of the board 
of trustees, and Veterans Administration Hospital; consulting 
surgeon, South Carolina State Hospital and Camden (S. C.) 
Hospital; died October 19, aged 55, of coronary occlusion. 

Carr, Alexander Moncrieff, Lewisburg, W. Va.; born in 
Edinburgh, Scotland, Oct. 1, 1889; University of Pennsylvania 
School of Medicine, Philadelphia, 1918; member of the Ameri- 
can Association of Industrial Physicians and Surgeons; for- 
merly assistant professor of preventive medicine and public 
health at Detroit College of Medic:ne and Surgery, now Wayne 
University College of Medicine in Detroit; while located at 
Madison, Wis.,@was connected with the U. S. Public Health 
Service and was health officer of that city; formerly health 
officer of Bradley County, Tenn.; health officer for district 
number two, which includes Monroe, Pocahontas and Green- 
brier counties; died sudden!y in Charleston November 13, aged 
61, of coronary occlusion. 

Carter, William Wesley, Bronxville, N. Y.; born in Wil- 
mington, N. C., Nov. 23, 1869; University of the City of 
New York Medical Department, New York, 1895; specialist 
certified by the American Board of Otolaryngology: member 
of the American Academy of Ophthalmology and Oto-Laryn- 
gology and the American Laryngological, Rh:nologica! and 
Otological Society; fellow of the American College of Sur- 
geons; consulting otolaryngologist, South Side Hospital, Bay- 
shore, Bellevue Hospital and Gouverneur Hospital, New York; 
rhinop!astic surgeon, Elizabeth (N. J.) General Hospital: died 
in St. Simons Island, Ga., October 11, aged 80, of heart disease. 

Toumey, James William ®@ Boston; Columbia University 
College of Physicians and Surgeons, New York, 1926; special- 
ist certified by the American Board of Orthopaedic Surgery; 
member of the American Orthopaedic Association and the 
American Academy of Orthopaedic Surgeons; fellow of the 
American College of Surgeons; served overseas in the U. S. 
Naval Reserve during World War II; consultant in ortho- 
pedic surgery, U. S. Naval Hospital, Chelsea ; affiliated with 
the Lahey Clinic, New England Deaconess Hospital and the 
New Eng!and Baptist Hospital, where he died October 18, aged 
50, of carcinoma of the liver. 

Meyer, Monte Fiore ® New Orleans; Tulane University 
of Louisiana School of Medicine, New Orleans, 1914; clinical 
assistant professor of otolaryngology at Louisiana State Uni- 
versity School of Medicine; specialist certified by the American 
Board of Otolaryngology; member of the American Academy 
of Ophthalmology and Oto-Laryngology; formerly secretary of 
the New Orleans Ophthalmological and Otolaryngological 
Society; served during World War I; member of the staff of 
Hotel Dieu, Charity Hospital and Eye, Ear, Nose and Throat 
Hospital; died October 3, aged 56, of coronary occlusion. 

Walker, Thomas Franklin @ Great Falls, Mont.: born 
in Kokomo, Colo., in 1890; University of Colorado School of 


Medicine, Denver, 1912; specialist certified by the American 
Board of Pathology; fellow of the American College of 
Physicians; member of the American Society of Clinical 


served as secretary-treasurer of the Medical 
past president of the Cascade County 
on the staff 
aged 60, 


Pathologists ; 
Association of Montana; 
Medical Society; formerly county health officer ; 
of Columbus Hospital, where he died October 22, 
of carcinoma of the right lung. 

Doran, William Guy ® New York; born in New York 
Oct. 14, 1885; Cornell University Medical College New York, 
1911; formerly associated with the U. S. Public Health Ser- 
vice; served during World War I; member of the American 
Academy of Orthopaedic Surgeons; fellow of the International 
College of Surgeons and the American College of Surgeuns; 
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a with the Medical Center, Jersey City, and St. Mary’s 
Hospital, Hoboken, N. J.; on the staff of St. Vincent’s Hos- 
pital ; died in South Orange, N. J., November 1, aged 64, 
of carcinoma of the stomach. 

Lynam, Frank, Minneapolis; Harvard Medical School, 
Boston, 1893; affiliated with the Barnes Duluth Shipbuilding 
Company during World Wars I and II; in 1922 administra- 
tor of the American Relief Administration in Russia; part 
time instructor in surgery, 1928-1929, surgeon in health ser- 
vice from 1929 to 1935 and instructor in first aid during the 
same period at the University of Michigan Medical School 
in Ann Arbor; at one time medical supervisor for the British 
government in the Bahamas; died October 8, aged 84, of cancer 
of the pelvic bone. 

Adles, Max, Normandy, Mo.; Missouri Medical College, 
St. Louis, 1898; member of the American Medical Association 
and the Illinois State Medical Society; formerly practiced in 
DuQuoin, Ill., where he had been a member of the board of 
health; died October 11, aged 8&2. 

Baird, Frank Bennett © Philadelphia; 
sylvania Department of Medicine, Piitadeiphia, 1907; team 
physician of the Philadelphia Athletics for many years; died 
October 23, aged 72, of carcinoma of the kidney. 

Barber, John Phineas, Minneapolis; University of Louis- 
ville (Ky.) Medical Department, 1886; member of the Ameri- 
can Medical Association; served on the staffs of St. Mary’s 
and Deaconess hospitals; died October 13, aged 93. 

Bate, James Robert, Tallahassee, Fla.; Meharry Medical 
College, Nashville, Tenn., 1931; died recently, aged 50, of essen- 
tial hypertension. 

Beckford, Henry Shedd ® Lieutenant Colonel, U. S. Army, 
retired, oo Wash.; Dartmouth Medical School, Han- 
over, N. H., 1899; —. “during World War I; entered the 
medical corps ot the U. Army as a major in 1920; pro- 
moted to lieutenant ard in 1937; retired Oct. 31, 1938; died 
October 28, aged 76. 

Bianchini Vincent Anthony, Cranston, R. I.; Boston Uni- 
versity School of Medicine, 1934; member of the American 
Medical Association; served during World War II; on the 
staffs of St. Joseph's Hospital and Roger Williams General 
Hospital; died suddenly October 8, aged 41. 

Bluhm, Kilian Kalonymos, New York; Universitat Heidel- 
berg Medizinische Fakultat, Baden, Germany, 1916; specialist 
certified by the American Board of Psychiatry and Neurology ; 
member of the American Medical Association and the American 
Psychoanalytic Association; died October 6, aged 60. 

Bowker, Alphonso Varion, Athol, Mass.; University of 
Vermont College of Medicine, Burlington, 1879; for many 
years a member of the school board, served as associate medi- 
cal examiner in the district and a member of the board of 
health; died October 9, aged 93, of carcinoma of the prostate. 

Brown, George W., Raeford, N. C.; Kentucky School of 
Medicine, Louisville, 1898; member of the American Medical 
Association ; served two terms in the state legislature; for many 
years chairman of the county board of education; formerly 
mayor and coroner; died October 16, aged 78. 

Cabell, Abram L., Terre Haute, Ind.; Howard University 
College of Medicine, Washington, D. C., 1895; member of the 
American Medical Association; died in Culver October 6, aged 
84, of cerebral hemorrhage. 

Cannon, Clair R., Ellsworth, Wis.; Marquette University 
School of Medicine, Milwaukee, 1913; member of the American 
Medical Association; died November 3, aged 59, of coronary 
thrombosis. 

Carter, George Clayburn, Jamaica, N. Y.; Albany (N. Y.) 
Medical College, 1914; member of the American Medical Asso- 
ciation; died in Columbia-Presbyterian Medical Center, New 
York, October 19, aged 59. 

Champlin, Paui Morrow, East Orange, N. J.; Detroit 
College of Medicine and Surgery, 1914; formerly on the staff 
of the East Orange General Hospital; served during World 
War I; died October 24, aged 65, of pleurisy with effusion 
and cardiovascular disease. 

Christensen, Bryant Elliott @ Fort Bayard, N. Mex.; 
Cornell University Medical College, New York, 1925; certi- 
fied by the National Board of Medical Examiners; served dur- 
ing World Wars 1 and II; affiliated with the Veterans 
Administration; died October 18, aged 52, of coronary 
thrombosis. 

Clark, John Vincent, Oklahoma City; University of Okla- 
homa School ot Medicine, Oklahoma City, 1939; member of 
the American Medical Association; served during World War 


University of Penn- 
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II; affiliated with Capital Hill Generai Hospital, Wesley Hos- 
pital and Mercy Hospital, where he died September 20, aged 
36, of subacute yellow atrophy of the liver and duodenal ulcer. 

Coller, Granville J., Los Angeles; University of Michi- 
gan Department of Medicine and Surgery, Ann Arbor, 1880; 
died in the Hospital of the Good Samaritan October 24, aged 
96, of pneumonia. 

Connole, Joseph Vincent ® Wilkes-Barre, Pa.; Jeffer- 
son Medical College of Philadelphia, 1912; specialist certified 
by the American Board of Ophthalmology; member of the 
American Academy of Ophthalmology and Otolaryngology : fel- 
low of the American College of Surgeons; on the staff of the 
Nesbitt Memorial Hospital, Kingston, and Mercy Hospital, 
where he died October 15, aged 61, of cerebral hemorrhage. 

Cook, Arthur Ellsworth, Randolph, Neb.; Sioux City 
(Ta.) College of Medicine, 1898; for many years member of 
the board of education: member of the American Medical 
Association; past president of the Nebraska State Medical 
Association ; died in Sioux City, Iowa, November 3, aged 80, of 
coronary thrombosis. 

Craig, Samuel Halleck, Philadelphia; Jefferson Medical 
College of Philadelphia, 1910; died recently, aged 73. 

Davidow, Samuel H., Youngstown, Ohio; Jefferson Medi- 
cal College of Philadelphia, 1920; member of the American 
Medical Association; on the staff of Youngstown Hospital, 
where he died October 6, aged 54. 

Disque, Andrew A., St. Joseph, Mo.; Central Medical 
College of St. Joseph, Mo., 1902; member of the American 
Medical Association; ded September 16, aged 73. 

Dobson, James Furman, Ridgeway, S. C.; University of 
Maryland School of Medicine, Ba'timore, 1914; served over- 
seas during World War I; president of the Ridgeway Bank; 
died in Tri-County Hospital, Orangeburg, September 22, aged 
59, of cancer. 

Dougherty, J. Milburn Sr., Nickelsville, Va.; Kentucky 
School of Medicine, Louisville, 1893; died September 6, 
aged 79. 

Dunham, Adeline Frances, Cambridge, Mass.; Tufts Col- 
lege Medical School, Boston, 1906; member of the American 
Medical Association; died September 17, aged 68, of coronary 
thrombosis. 

Dyer, Frank Merritt ® Binghamton, N. Y.; Cornell Uni- 
versity Medical College, New York, 1902; fellow of the Ameri- 
can College of Surgeons; associated with Binghamton City 
Hospital and Binghamton State Hospital; consu!tine surgeon, 
Ideal Hospital, Endicott; died October 12, aged 78, of car- 
cinoma of the prostate. 

Eaton, Chelsea ® Oakland, Calif.; University of Louis- 
ville (Ky) School of Medicine, 1926; ‘died in San Francisco 
October 9, aged “52: 

Ehresmann, Joseph John, Richmond Heights, Mo.; St. 
Louis University School of Medicine, 1905; member of the 
American Medical Association; died October 20, aged 72. 

Evans, John Corliss, Cincinnati; Eclectic Medical Insti- 
tute, Cincinnati, 1893; for many years associated with the New 
York Central Railroad; served on the board of education, on 
the staffs of the Bethesda Hospital and St. Mary’s Hospital, 
where he died October 9, aged 78, of injuries received in an 
automobile accident. 

Farrell, Robert Lawrence, Providence, R. I.; Tufts Col- 
lege Medical School, Boston, 1931; member of the American 
Medical Association; served in the European theater during 
World War II; associated with Rhode Island, St. Joseph's, 
Charles V. Chapin and the Roger Williams General hospitals; 
died October 3, aged 43, of hypertensive heart disease. 

Low, Triumph C., @ Los Angeles; Chicago Homeopathic 
Medical College, 1897; died September 17, aged 78, of 
pneumonia. 

Lowe, Kenneth Vincent, New Kensington, Pa.; Univer- 
sity of Pittsburgh School of Medicine, 1933; on the courtesy 
staffs of the Allegheny Valley Hospital, Tarentum, and Citi- 
zen’s General Hospital; died in Columbia Hospital, Wilkins- 
burg, October 15, aged 42, of coronary occlusion. 

McDenough, John Patrick ® Corona Dél Mar, Calif.; 
John A. Creighton Medical College, Omaha, 1920; for many 
years practiced in Gunnison, Colo.; killed October 5, aged 56, 
when the automobile which he was driving in Newport Beach 
was struck by a fire engine. 

McDuffie, James Henry, Columbus, Ga.; University oi 
Pennsylvania School of Medicine, Philadelphia, 1916; member 
of the American Medical Association; past president of the 
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Muscogee County Medical Society; served in France during 
World War I; died in City Hospital September 27, aged 62. 

Macy, Mary Sutton, New York; New York Medical 
College and Hospital for Women, Homeopathic, 1904; for- 
merly served on the faculty of her alma mater; medical exami- 
ner. for the Pennsylvania Mutual Life insurance Company; 
died October 15, aged 70. 

Mahar, Gregory Doyle, Syracuse, N. Y.; Syracuse Uni- 
versity College of Medicine, 1922; member of the American 
Medical Association, assistant professor of pediatrics at his 
alma mater; served as health commissioner of Svracuse and 
as epidemiologist for the city health department; affiliated with 
St. Joseph and City hospitals; died October 1, aged 58, of 
bronchopreumonia. 

Margoles, Maxon Edward, Milwaukee; University of Wis- 
consin Medical School, Madison, 1930; on the staff of Mount 
Sinai Hospital, where he died October 8, aged 44, of coronary 
disease. 

Mason, L. Dudley, Middletown, Ky.; University of Louis- 
ville Medical Department, 1902; member of the American 
Medical Association; served in the medical corps of the U. S. 
Army during World War I| and on the Selective Service Board 
during World War II; died October 11, aged 74. 

Massey, William Walton @ Quincy, Fla.; University of 
Georgia Medical Department, Augusta, 1911; past pres*dent 
of the Third District Medical Society; on the staff of Gads‘ten 
County Hospital ; died October 4, aged 62, of coronary occlusion. 

Mayfield, James Isaac, Blue Mountain, Miss.; Memphis 
(Tenn.) Hosp:tal Medical College, 1909; member of the Ameri- 
can Medical Association; past president of the Northeast Mis- 
sissippi Medical Society; for many years college physician at 
Blue Mountain College; served as president of the Bank of 
Blue Mountain; died in Baptist Memorial Hospital, Memphis, 
Tenn., October 12, aged 68, of congestive heart failure. 

Middlebrooks, Violet McMillan, St. Petersburg, Fla.; 
Georgia College of Eclectic Medicine and Surgery, Atlanta, 
1912; died October 5, aged 73, of renal insufficiency and renal 
calculi. 

Moore, Dudley A., Lander, Wyo.; Sioux City (Ia.) Col- 
lege of Medicine, 1906: formerly associated with the Indian 
Service; died September 8, aged 71, of hemorrhage due to 
gastric ulcer. 

Musante, Joseph Bernard, Glen Cove, N. Y.; University 
and Bellevue Hospital Medical College. New York, 1920; died 
in the North Country Community Hospital, October 3, aged 60, 
of cirrhosis of the liver. 

Mutschler, Louis H. ® Merion, Pa.; University of Penn- 
sylvania Department of Medicine, Philadelphia, 1895; feliow 
of the American College of Surgeons; consulting surgeon, 
Hospital of the Protestant Ep:scopal Church, where he was 
chief surgeon for many years; formerly surgeon of Phi'adel- 
phia Orthopedic Hospital and Infirmary for Nervous Diseases 
and St. Christopher's Hospital for Children, Philadelphia; at 
one time associated with the Philadelphia Rapid Transit Com- 
pany; died October 2, aged 78, of pneumonia. 

Plummer, Orlay Edward ® Rawlins, Wyo.; Emory Uni- 
versity School ot Medicine, Atlanta, 1931; formerly vice presi- 
dent of the Carbon County Medical Society; member of the 
American Association of Railway Surgeons and the Pacific 
Association of Railway Surgeons; served in the European 
theater during World War II; died September 26, aged 49, of 
hypertension. 

Porter, Leroy Valentine, Altoona, Iowa; Drake Uni- 
versity Medical Department, Des Moines, 1900; died in Wood- 
ward October 19, aged 78, of cancer. 

Preston, Anna Louisa, Marietta, Ohio; University of Mich- 
igan Department of Medicine and Surgery, Ann Arbor, 1896; 
died August 29, aged 87. 

Price, Jerry Clay @ Los Angeles; Tulane University of 
Louisiana School of Medicine, New Orleans, 1928; member of 
the Association for the Study of Internal Secretions; formerly 
associated with the Neurological Institute of New York in 
New York; died in Good Samaritan Hospital September 24, 
aged 46, of cancer. 

Richards, George Henry ® Sioux Falls, S. D.; Trinity 
Medical College, Toronto, Canada, 1904; served on the staff 
of the Veterans Administration Center; died in Ione, Wash., 
October 11, aged 71, of cerebral hemorrhage. 

Rochester, John Robert Fountain, Philadelphia; Hahne- 
mann Medical College and Hospital of Philadelphia, 1900; for 
many years on the staff of Women’s Homeopathic Hospital ; 
died September 14, aged 77. 


DEATHS 





i A. M. A. 
lec. 23, 1950 


Roeber, William John, Winters, Calif.; University of the 
City of New York Medical Department, New York, 1892; 
formerly practiced in Newark, N. J., where he was associated 
with Lutheran Memorial and St. Michael's hospitals and the 
Hospital of St. Barnabas and the Hospital for Women and 
Children; died September 26, aged 79. 

Townsend, Charles Kennard @ Arkadelphia, Ark.; Tulane 
University of Louisiana School of Medicine, New Orleans, 
1915; served during World War I; died September 20, aged 
60, of cerebral hemorrhage. 

Tripp, Leroy Richard ® Washington, Iowa; State Univer- 
sity of Iowa College of Medicine, Iowa City, 1909; past 
president of the Woodbury County Medical Society; died Sep- 
tember 20, aged 64, of bronchopneumonia and multiple sclerosis. 

Vigeland, Jorg G., Brinsmade, N. D.; Milwaukee Medical 
College, 1910; died recently, aged 74. 

Ward, Edgar Ewell, Dallas, Texas; Meharry Medical Col- 
lege, Nashville. Tenn., 1915: president of the Excelsior Life 
Insurance Company; died September 27, aged 58, of heart 
disease. 

Warlick, Henry Clinton, Bluefield, W. Va.; University of 
Maryland School of Medic:ne, Baltimore, 1918; died in Lexing- 
ton, Ky., recently, aged 57, of cerebral hemorrhage. 

Weigel, Bernard John, Gorham, Kan.; John A. Creighton 
Medical College, Omaha, 1917; formerly surgeon in the U. S. 
Pub.ic Health Service reserve; served on the staff of the Rus- 
sell City Hospital in Russell; died September 15, aged 54, of 
injuries received in an automobile accident. 

Westly, Soren S. @ Manly, Iowa; State University of 
Iowa College of Medicine, Iowa City, 1909; president of the 
Worth County Med-cal Society; vice president of the staff 
of Mercy Hospital in Mason City; died October 21, aged 68, 
of heart disease. 

White, George Floyd, Cranston, R. I.; College of Physi- 
cians and Surgeons, Boston, 1905; formerly school committee- 
man; served on the courtesy staff of Roger Williams General 
Hospital, Providence, where he died September 23, aged 71, 
of arteriosclerotic heart disease, pyelonephritis and uremia. 

Wilker, William Fawithrop @ lola, Wis.; State Univer- 
sity of lowa College of Medicine, Iowa City, 1928; formerly 
practiced in New York, where he was affiliated with the 
Lenox Hill Hospital; died September 30, aged 47, of coronary 
thrombosis. 

Wills, William Judy ® Springfield. Mo.: Beaumont Hos- 
pital Medical College. St. Louis, 1901; an Associate Fellow of 
the American Medical Association; member of the American 
Urological Association; served overseas during World War I; 
died in St. John’s Hospital September 24, aged 75, of injuries 
received in an automobile accident. 

Wilson, Thomas Phillip, St. Louis; Washington Univer- 
sity School ot Medicine, St. Louis, 1929; served during World 
War II; on the staff of St. Luke’s Hospital; died October 4, 
aged 45, of coronary disease. ; 

Wimmer, George Glenn © Mount Etna, Ind.; Beaumont 
Hospital Medical College, St. Louis, 1899; served during World 
War I; died in the Huntington (Ind.) County Hospital Octo- 
ber 13, aged 75. 

Wood, Samuel Houston ® Jackson, Miss.; Chicago College 
of Medicine and Surgery, 1917; served overseas during World 
War I; on the rating board of the Veterans Administration; 
died in King’s Daughters Hospital, Yazoo City, October 20, 
aged 58, of coronary, thrombosis. 

Wright, Elmer D., © Seymour, Ind.; Physio-Medical Col- 
lege of Indiana, Indianapolis, 1900; died September 25, aged 
76, of chronic glomerulonephritis. 

Wrinkle, Thomas D., Springfield, Mo.; Ensworth Medical 
College, St. Joseph, 1887; member of the American Medical 
Association; died October 11, aged 93. 

Young, Josephine Estabrook, Evanston, IIl.; Northwest- 
ern University Woman's Medical School, Chicago, 1896; for- 
merly on the faculty of her alma mater and Rush Medical 
College in Chicago; died October 4, aged 84, of cerebral 
hemorrhage. 

Young, Lemon Randle, Indianapolis; Flint Medical College 
of New Orleans University, 1905; died September 26, aged 72, 
of cerebral hemorrhage. 

Zander, Paul A., Kankakee, IIl.; Ludwig-Maximilians- 
Universitat Medizinische Fakultat, Miinchen, Bavaria, Ger- 
many, 1608; membef of the American Medical Association ; 
on the staff of the Kankakee State Hospital, where he died 
September 23, aged 67, of uremia and diabetes mellitus. 
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LONDON 
(From a Regular Correspondent) 


Oct. 17, 1950. 


Library Association Conference 

Role of the Medical Library—During the Annual Confer- 
ence of the Library Association held recently in London, a meet- 
ing of the medical section was arranged at the Wellcome 
Research Institution, on September 20, to discuss the role of 
libraries in the advance of medicine. The chair was taken by 
Mr. W. R. Le Fanu, librarian of the Royal College of Sur- 
geons. Sir Cecil Wakeley, the president of the college, said 
that the conference celebrated the centenary of the public library 
movement in Great Britain. Many medical libraries, of course, 
were much more than a century old, and they varied greatly 
in type and function. Many attempts have been made to coordi- 
nate the activities of various libraries. More than 40 years ago, 
when he first came to Oxford, Sir William Osler founded a 
Medical Library Association of Great Britain, but it proved short 
lived. Twenty years later Sir D’Arcy Power promoted a 
measure of cooperation among the medical libraries of London; 
the Royal Society of Medicine had organ‘zed, with the Rocke- 
feller Foundation, the Central Medical Bureau, to act as a clear- 
ing house for readers’ inquiries, to obtain the necessary literature 
from associated libraries and pass it on to all parts of the world 
in photographic reproduction. 

The medical section of the Library Association founded in 
1947 acted as a link between médical libraries and provided a 
forum for the discussion of common problems. Services to 
readers rather than conservation of books was the keynote of 
library work. The opportunity had therefore been taken to, 
invite a number of leading representatives of varying interests 
to give their views on the present state of medical libraries and 
on the most urgent needs for their improvement. 

Library. Services for the Research Worker.—Dr. C. H. Kel- 
laway, director in chief of the Wellcome Research Institution, 
said that, in general, medical research was a continuous process, 
an accumulation of facts until the time was ripe for their coor- 
dination and for the making of some generalization on which 
further research could be based. It was rare for scientific 
discoveries to break entirely new ground, and it was part of 
the library service to make sure of the connecting links. He 
emphasized the onus on the research worker himself to make a 
critical study of the relevant literature. He pointed out that 
one commonly found papers describing observations and results 
which, unknown to the writer, had been published some years 
before. However, he went on to point out the values of this 
repetition of earlier work, which was scarcely ever done by a 
worker of ability without some new angle of truth being 
brought into view. He also pointed out the difficulty of main- 
taining an efficient library service when units of an organization 
were scattered over a considerable area. 


Role of the Librarian—Dr. Hugh Clegg, editor of the British 
Medical Journal, said that medical librarianship was now a 
highly skilled profession for which an exacting training was 
necessary. A library that was solely a storehouse for books 
and periodicals had only a limited use for those ultimately 
responsible for the advance of medicine. The storehouse must 
be converted into something dynamic, and the instrument for 
this purpose was the trained librarian. He quoted the thirteenth 
edition of the Encyclopaedia Britannica (1926), which states 
that libraries are now coming to be regarded more and more 
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as workshops. He emphasized the librarian’s task of the collec- 
tion of periodicals. It was an cnerous one, especially now that 
textbooks were out of date as soon as they were published and 
the periodical had become more and more important. 

Library Users——Mr. Zachary Cope, a London surgeon, spoke 
as a library user who had received the most ungrudging help 
from medical libraries. He said libraries could diffuse medical 
knowledge more quickly than any other facility. The speaker 
said that he had recently had the duty of reviewing some Ger- 
man textbooks on surgery and had been surprised at the !ack 
of knowledge concerning some things which were commonly 
known in this country, the use of penicillin for example. Many 
German libraries had been destroyed during the war, and free 
communication had been interrupted. Although much was being 
done to remedy these evils, the effect of the literature was still 
woefully apparent. The part of the library which was most 
valuab!e to the research worker was that concerned with cur- 
rent periodicals. There were 15,000 or more medical journals, 
and it was impossible for any library to carry more than a 
small proportion. He deplored the fact that young men depended 
on a librarian to look up their references for them. To look up 
one’s own reference was a valuable means of education. 

Prof. E. C. Dodds spoke of the Library of the Royal College 
of Physicians, part of which dated from the Great Fire and 
had an uninterrupted existence from the sixteenth century. At 
that library there were works on every subject—not only on 
medicine, but on astrology, theology and oriental philosophy. 
The library was now beng carefully surveyed by the college 
authorities. He thought this extraordinary collection of books 
would be of great value to research. 

Mr. W. A. Lees spoke of the librarian of an old provincial 
library founded by a few physicians and surgeons in Liverpool, 
about 170 years ago. He said that in these changing days it was 
difficult to foresee what might happen to the older estab!ished 
libraries depending for their income on subscriptions of mem- 
This was how they wou!d continue to p!ay their part now 
that new libraries had been set up in teaching and other hospi- 
tals by the Regional Hospital Boards. He thought that there 
should be some method whereby these collections, made many 
years ago, could ke kept up to date and be useful for succeeding 
generations. 

Medicine in the Public Library—Mr. Geoffrey Stephens, 
librarian of the Borough of St. Marylebone, described an 
important scheme whereby each of the 28 London boroughs had 
accepted responsibility for specializing in their libraries in one 
particular branch of literature. Marylebone, probably because 
it included Marley Street and about twice as many hospitals as 
any other borough, as well as central pharmacies and orthopedic 
establishments, had been asked to specialize in medicine. The 
speaker had been reluctant to undertake this, foreseeing morbid 
curiosity on the part of the lay public, but a nucleus of the 
medical section had been created. Previous experience had shown 
that the demand was chiefly for preclinical literature of some 
standard encyclopedias. Requests came mainly from hospital 
nurses, medical studcnts and those working in medical ancillary 
occupations. He thought the policy was a good one, although 
it had been better received than he, in his reluctance, had thought 
possible. Several of the speakers criticized public libraries 
specializing in medical literature. It was pointed out that it 
would be absurd to expect library committees, unless there were 
medical persons on them, to build up a useful section. 
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The Bibliophile Service—Mr. G. R. Edwards, Secretary of 
the Royal Society of Medicine, said that the establishment of 
libraries in hospitals, teaching or otherwise, was an excellent 
idea. Facilities provided all over the country were woefully 
inadequate. The papers appearing in less easily available sources 
and the bibliophile documentation service which the Royal 
Society of Medicine had sponsored might be recommended. 

A small nonprofit fee was charged as the service was extended 
from Reykjavic to Singapore. Hardly any day of the week 
passed without a film strip’s being dispatched from London con- 
yeying information to medical persons in distant parts of the 
information which was unobtainable in their local 
Mr. Edwards applauded what had been said of the 
Speed in obtaining the 
In conclusion, 


world, 
libraries. 
necessity of training medical librarians. 
desired information was of great importance. 
the chairman said that all problems concerning the subject, 
including possibly the joining of forces of the libraries of smaller 
medical societies and the restoration of hospital libraries, were 
receiving careful consideration. 


ITALY 


(From a Regular Correspondent) 


Fiorence, Oct. 10, 1950. 


International Meetings 

At the International Meetings of Verona, reported on in a 
previous letter, Prof. E. Moniz of Lisbon, Nobel Prize winner, 
spoke on present day neurosurgery, with special regard to 
contributions made by the Portuguese. Sicard, through intra- 
spinal injection of iodized oil, achieved precise location of 
compression of the medulla oblongata, but for cerebral tumors 
the problem was more serious. While Dandy’s ventriculography 
was known, the method entailed risk for the patient. Moniz 
conceived the technic of tumor location by rendering the cerebral 
arteries opaque, to permit observation of the deviations of the 
arteries. The initial problems were (1) to obtain a liquid 
opaque to roentgen rays that could be injected without danger 
into cerebral circu'ation, (2) to ascertain whether the internal 
carotid artery tolerated the needle puncture and the injected 
substance and (3) to determine the possibility of temporary 
blocking of blood flow to the brain, without danger to the 
patient. 

After many experiments, Moniz and his co-workers succeeded 
in obtaining arteriograms of arteries of the brain in dogs (in 
collaboration with Prof. Almeida Linia) and cerebral arterio- 
grams in human cadavers, which revealed the normal distribu- 
tion of arteries. After this experimental work, cerebral 
arteriography was performed clinically for the first time. At 
first sodium iodide was used as the contrast medium and then 
colloidal suspension of thorium dioxide (thorotrast®). This 
was subsequently replaced by easily eliminated iodine com- 
pounds. Cerebral tumors were diagnosed by this technic; the 
circulation of some tumors was observed and their volume 
determined. Also cerebral angiomas could be demonstrated and 
the differential diagnosis of cerebral aneurysms could be made. 

The speaker was awarded the Nobel Prize for his work on 
prefrontal leukotomy. He stated that the reactions which take 
place at the synapsis are those which determine the mental 
makeup, and disturbances of these reactions cause the so-called 
functional psychosis. The concept of prefrontal leukotomy 
arose from the supposition that severing of diseased junctions 
would alter the pathwzy of the impulses, permitting cure of the 
mentally sick. The frontal lobes were chosen as the site of 
leukotomy because their function is linked, although vaguely, 
to the human mind. In the first 20 patients operated on by 


Prof. Almeida Lima in collaboration with Prof. Moniz, one 
third of the patients were cured, another third were improved 
and a third were unimproved. According to the speaker, further 
progress is needed in this field. 


. 
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Treatment of Typhoid and Brucellosis 

At the session of the Academy of Sciences of Ferrara, presided 
over by Professor Dogliotti, reports on modern treatment of 
typhoid and brucellosis were presented. Drs. Gualandi, Peder- 
zini and Temussi reported on results they obtained in treatment 
of brucellosis with paraaminosalicylic acid and its calcium salt. 
The drug was administered by mouth in daily doses of 8 to 
10 Gm. for 8 to 10 days. Defervescence by crisis occurred 
on the second or at the latest on the seventh day, with con- 
siderable improvement of the general condition. Drs. Sandri 
and Cavicchi reported their results with the use of chloram- 
phenicol and aureomycin in typhoid, paratyphoid A and bru- 
cellosis. Both drugs were administered in doses of 0.25 Gm. 
every three hours, and the treatment was continued for a few 
days after normal temperatures were obtained. In brucellosis, 
apyrexia was obtained on the second or third day of treatment 
with aureomycin. In typhoid and paratyphoid A treated with 
chloramphenicol, there was a rapid drop in temperature followed 
by a definite improvement of the general condition and perma- 
nent cure. The patients with paratyphoid A who were treated 
initially with aureomycin did not show improvement, but 
recovery resulted from combined treatment with chlorampheni- 
col. Drs. Ruberti and Neri reported on patients with typhoid 
treated with chloramphenicol; they observed a drop in tem- 
perature between the seventy-second and ninety-sixth hour after 
the start of treatment. They concluded, however, that such 
therapy does not influence the pathological process or prevent 
relapses and perforations. Drs. Magri and Melli reported on 
13 cases of brucellosis treated with a daily dose of 1 Gm. of 
aureomycin. Defervescence was rapid and definitive in the 
majority of the cases. 

TURKEY 
(From a Regular Correspondent) 


AnKarA, Nov. 15, 1950. 


The 1950 Census 

When the first census was taken in Turkey, in 1927, the popu- 
lation was 13,648,270; the second census, in 1935, showed an 
increase to 16,158,018; the third, in 1940, to 17,820,950, the 
fourth -census, in 1945, to 18,860,222 and the fifth, taken on 
Oct. 22, 1950, to 20,902,628. Immigration accounts for an 
increase of about 20,000 persons. Istanbul, the largest city, 
has a population of 1,001,002, the capital, Ankara, has 285,143, 
Izmir has 230,473, Adana has 118,247 and Bursa has 101,096 
inhabitants. The birth rate, 40-42 per thousand, is highest in 
rural communities, which contain 73 per cent of Turkey's pop- 
ulation. The natural increase during the last five years is 21.3 
per thousand. Birth control is prohibited by law since the 
1930 public health act. Twenty-five years of public health work 
has raised the nation’s standard of health, and the effect of 
untoward conditions resulting from the war have gradually 
disappeared. 

Turkish Whooping Cough Vaccine 

Epidemics of whooping cough occur in Turkey usually after 
an epidemic of measles in the spring. When in August 1948 
an epidemic of whooping cough in the environs of Izmit 
(Smyrna) was reported, the Ministry of Health appointed Dr. 
Sabahaddin Payzin and Dr. Necmeddin Akyay from the Refik 
Saydam Institute of Hygiene at Ankara to administer the vac- 
cine that had recently been ‘prepared at this institute and to 
report on the results. Of the 646 children vaccinated 12, or 2.9 
per cent, were 6 months old; 60, or 9.2 per cent, were 6 to 12 
months old; 182, or 24 per cent, were 1 to 3 years old; 204, 
or 31.8 per cent, were 4 to 5 years old; 141, or 20 per cent, 
were 6 to 10 years old, and 30, or 4.6 per cent, were 10 to 20 
years old. The patients received doses of 0.25, 0.50, 0.75, 1.00 
and 1.5 cc. of vaccine with two to three day intervals. Of the 
646 patients, 480, or 75 per cent, recovered. In children 1 to 5 
years old, vomiting, whooping and coughing disappeared after 
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the second and third vaccination; in children 5 to 10 years old, 
they disappeared somewhat later. Untoward reactions have not 
been observed. There was one death, caused by pneumonia, a 
complication of measles. Forty-two, or 6.5 per cent of the 
patients failed to return for vaccination. The vaccine was also 
used for preventive inoculation of 32 children; all remained 
immune during the epidemic. The Turkish whooping cough 
vaccine was prepared from domestic strains and used soon after 
preparation. 


Central Anti-Tuberculosis Institute in Istanbul 

An agreement has been reached by the World Health Organi- 
zation of Geneva and the Ministry of Health and Social Assis- 
tance of the Turkish Republic according to which physicians 
and nurses from Middle East countries take a postgraduate 
course in antituberculosis work at the Central Anti-Tubercu- 
losis Institute in Istanbul. WHO will furnish the equipment 
and will be responsible for the remuneration of the teaching 
staff and traveling expenses for participants in the course. The 
center is to function under the auspices of the World Health 
Organization for a limited time, and then it is to be an integral 
part of the Ministry of Health and Social Assistance and is to 
be directed by Turkish specialists. Currently the courses are 
directed by Dr. Etienne Berthet, WHO turberculosis consultant. 

After completion of the theoretical and practical course in 
which almost all Middle East countries will be represented, 
the participants are to engage in antituberculosis work in their 
respective countries. Last summer Turkish physicians and 
nurses took a three month introductory course, which was the 
start of special training for Turkey’s antituberculosis work. 
The Ministry of Health has required 95 Turkish physicians to 
take the first course, which is now in session. The theoretical 
course will be conducted by Ord. Prof. Tevkif Saglam of 
Istanbul University. The 500 bed tuberculosis sanatorium at 
the Heybeliada in the Sea of Marmara, the Haydar Pasha 
tuberculosis hospital, the 500 bed tuberculosis hospital at Yedi- 
kule, Istanbul, and the 14 tuberculosis dispensaries (to which 6 
are soon to be added) will provide opportunity for practical 
experience. 

The first society for the prevention of tuberculosis was estab- 
lished in Istanbul in 1916, but because of the prolongation of the 
war and the many untoward conditions after it, the society was 
short lived. Actual tuberculosis control work started in 1923 with 
the founding of the Izmir Society for the prevention of tuber- 
culosis and the restablishment of the Istanbul Society in 1926. 
In 1931 the tuberculosis death rate in Istanbul was 203 per 
100,000; it had decreased by 1939 to 187, but war conditions 
brought the rate up again. Ord. Prof. Tevkif Saglam has for 
more than 15 years directed the tuberculosis prevention work in 
Istanbul. 

SPAIN 
(From a Regular Correspondent) 


Maprip, Oct. 1, 1950. 


Roentgenography of the Small Intestine 

Dr. C. Marina Fiol and his co-workers have published, since 
1941, a series of roentgen studies on the pathology of the small 
intestine. It was discovered that in cases of superficial enteritis 
the passage of the contrast substance through the small intestine 
is either normal or delayed, contrary to the general opinion that 
passage is accelerated in this condition. They described an 
intestinal disorder characterized by effusions that generally 
coincide with emotional moments and that occur in labile young 
persons who suffer great anxiety and mental conflict. Roent- 
genologically, this syndrome is characterized by a rapid passage 
of the contrast substance through the small intestine. Dr. Fiol 
believes that this syndrome is purely functional. It is due to 
a vagal hypertonia. He calls it neurointestinal asthenia. The 


name has the same significance with respect to the small intes- 


‘role in the development of this syndrome. 
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tine as neurocirculatory asthenia has with respect to the circu- 
latory system. Fiol and his co-workers also studied stagnation 
in the lower angle of the duodenum, which they believe is not 
due to functional stricture but to a superficial inflammation 
similar to that which occurs in sprue. They described super- 
ficial ileitis, which develops with clinical symptoms similar to 
those of appendicitis. In 1941, the authors described a series 
of roentgen areolar images of the terminal ileum that show 
diffuse hyperplasia of the lymphatics of the intestine. (This 
roentgen aspect was described by American roentgenologists 
in 1945.) The authors consider that this syndrome is physio- 
logical in children and pathological in adults. They called it 
follicular ileitis, a name used by German pathologists who saw 
this type of hyperplasia only in the cadavers of children dying 
of diarrhea. The authors point out that Crohn’s disease is 
rare in Spain. They note that various factors may play a 
Changes in the 
ileum with rigidity and loss of the structural characters of the 
mucosa, which the author calls granulomatous ileitis, is fre- 
quent in Spain. This condition probably constitutes the early 
phase of Crohn’s disease. The authors described, also, a clinical 
form of ileitis following typhoid, characterized by lesions in 
the terminal segment of the ileum. In one patient post-typhoid 
ileitis was followed by Crohn’s syndrome. The most important 
roentgen observations reported are those by which an early 
diagnosis of intestinal tuberculosis is made. According to the 
authors, the terminal segment of the ileum is most frequently 
involved by early lesions. In many cases a nodule, the “alarm 
nodule,” is observed in the upper external portion of the ileum. 
This nodule, caused by hyperplasia of Peyer’s patches, becomes 
ulcerous. Pictures of round and annular tuberculous ulcers 
were obtained by the production of pressure on the terminal 
segment of the ileum. The initial lesions often disappear after 
a short time. In other cases, however, they are the starting 
point of large tuberculous lesions, the diagnosis of which can 
be made only by evidence of the classic roentgen aspects of 
intestinal tuberculosis, namely, lesions in the cecum and in the 
ileocecal sphincter and the presence of Stierlin’s radiologic sign.. 
Fiol has also carried on clinical and roentgen studies on sprue 
and other syndromes of the small intestine that are secondary 
to diseases of other organs and apparatus. He discusses the 
mechanism and the roentgen and clinical aspects of these dis- 
eases in his book “Roentgenography of the Small Intestine,” 
recently published in Spain. 


Psychosomatic Pathology 

A school of psychosomatic pathology has begun to function 
in the department of neuropsychiatry of the General Hospital 
of Madrid. Professor J. J. Lépez Ibor, head of this depart- 
ment, is also director of the school. Weekly sessions are held 
at which various related subjects and illnesses are discussed. 
Professor Lépez Ibor and his associates are trying to estab- 
lish the principles for a general psychosomatic pathology. If 
the large number of articles on the subject, especially those 
of the American School, are analyzed, the psychic profile that 
accompanies somatic diseases is evident. A group of somatic 
diseases, such as arterial hypertension, hyperthyroidism, 
migraine, anuresis and mucomembranous colitis, constitute the 
true nucleus of psychosomatic pathology. Among the elements 
of the psychological profile, the aggressive tendencies, a per- 
fectionist tendency and tendencies of an obsession type are 
dominant. Anxiety is fundamental in all cases. A profound 
psychopathological interpretation of the character of patients 
with any of the aforementioned diseases shows that all have 
an “anxiety structure.” The aggressive tendencies, the obses- 
sions and the phobias in these patients are outward manifes- 
tations of this anxiety structure. Besides these, other work in 
progress includes a psychopathological study of marihuana 
addicts and studies of the indications for transorbital leukotomy. 
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Prof. Lépez Ibor is official speaker at the next International 
Congress of Psychiatry. He will speak on “Indications of 
Biologic Methods in Psychiatric Diseases.” Dr. Guera, head 
of the psychology department of the same clinic, is also official 
speaker at the congress. He will speak on “Methods of 
Projection in the Psychiatric Clinic.” 


BRAZIL 
(From a Regular Correspondent) 


Rio ve JANerRo, Nov. 10, 1950. 


Intestinal Schistosomiasis 

Manson schistosomiasis, or intestinal mansoniasis, is a more 
important health problem in Brazil than it seemed five years 
ago. Exact knowledge of the prevalence of the principal hel- 
minthiases throughout this large country is still fragmentary, 
even for the most important ones, i.e., hookworm disease and 
intestinal schistosomiasis. The national department of health 
in 1947 planned a five year uniform survey of diseases caused 
by heiminths, to ascertain their geographic distribution and 
incidence throughout the country. Because of the limited per- 
sonnel and appropriations, it was decided to restrict the 
survey to school children (7-14 years of age) of localities 
of 1,500 inhabitants or more. A recent report by Drs: A. Barca 
Pellon and Isnard Teixeira describes the work done during the 
first three years of the survey, which included 11 of the 20 
states of Brazil, in the northeastern and midd!e eastern Atlantic 
states, represented by 889 localities with a present population of 
over 4,500,000. The first part of the survey was begun in July 
1947 in the northeastern states of Alagoas and Sergipe, already 
known as important foci of the infestation, and was extended, 
in 1948, to Pernambuco and Minas Gerais (first half), and in 
1949 to Maranhio, Piaui, Ceara, Rio Grande do Norte, Paraiba, 
Espirito Santo and Minas Gerais (second half), to be concluded 
on June 24 of this year, in the state of Bahia. For the per- 
formance of all phases of this enormous survey of the eastern 
third of the country, the cooperation of local health and educa- 
tional authorities, mayors, teachers, postmasters and railroad 
station masters was secured. The technic used for the micro- 
scopic examination of the stools was the spontaneous sedimen- 
tation concentration method of Hoffmann, Pons and Janer, 
already extensively tested in Brazil by J. A. Meira and Vianna 
Martins. 

Completion of the first part of the School Helminthologic 
Survey, as it is currently called, took 757 days of effective 
work, costing 3,061,627.30 Brazilian cruzeiros, the equivalent of 
about $153,000, for the examination of 440,786 school children, 
an average of 582.28 persons examined per day and 495.26 per 
locality. The average cost per child examined was about 34.7 
cents. Of the 646,409 children registered in the schools of the 
889 localities surveyed, 440,786 were examined, of 68.19 per 
cent, this percentage ranging ‘from the minimum of 46.26 for the 
30 localities of the state of Sergipe to 81.68 for the 221 localities 
of the state of Bahia. Of the 889 localities included in the sur- 
vey, 611 had cases of infestation. The minimum number of 
cases in a locality was 7, in the state of Maranhio, and the 
maximum 211, in the state of Bahia. The total number of 
school children with infestation was 44,477, or a general index 
of positivity of 10.09 per cent for the sample surveyed, this 
index ranging from the minimum of 0.04 per cent for the state 
of Piaui (four cases in 10,424 children examined) to the maxi- 
mum of 29.80 per cent for the state of Sergipe (5,134 cases in 
50,977 children examined). There were, however, large varia- 


tions of the index, of positivity within each state: thus, in 
Sergipe, for example, where the index was maximum (29.80), 
it varied, for the 30 localities with positive cases, from 1.30 
to 91.34, for the locality Rosario do Catete in the central part 
of the state, one of the five districts into which Sergipe is 
divided. Even by districts, which in this small state include an 
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average of six localities for each, the variation of the positivity 
index is also great, decreasing from 62.82 for the central dis- 
trict, to 28.49, 21.62, 12.94 and 3.19, for the coastal, west, 
middle and lower Sao Francisco River districts, respectively, 

Plotted on the map of the country, these results show that 
intestinal schistosomiasis infestation forms small raore or less 
sparse foci in the northern states of Maranhdo, Piaui, Ceara 
and Rio Grande do Norte (with a general positivity index for 
the zone of 1.07, which varied from 0.04 (Piaui) to 2.32 (Rio 
Grande do Norte), to take a more regional character of large 
zonal foci, in the states of Paraiba, Pernambuco, Alagoas, Ser- 
gipe and Bahia, in the bulge of northeastern Brazil, with a 
general positivity index of 19.42, ranging from 7.49 for the state 
of Paraiba, to 25.09 for Pernambuco and up to 29.80 for Ser- 
gipe. The area of endemicity of the parasitosis is broken by 
the valley of the Sao Francisco River, so that, in the state of 
Bahia, the general index for the whole region of this valley, the 
western plateau and the southern part of the state, close to 
Minas Gerais, falls to 3.81. For the state of Minas Gerais itself, 
more to the south, the general index is 4.92, with 0.04, in the 
southern zone, and 12.09, 16.62 and 30.02 in other zones of the 
same state. 

Of the 611 lecalities with positive stools for ova of the para- 
site, only 381 showed positivity indexes higher than 4 per cent. 
If one takes into account that the average number of children 
examined per locality was 495.26, this minimum incidence would 
correspond to at least 19 cases of infestation per locality, 
which is probably a number of cases sufficient to characterize the 
existence of a focus, since those cases would involve children of 
school age. The incidence is significantly higher in male than in 
female children and higher in children living in rural districts 
than in towns. Typical of these differences are the figures for 
Sergipe, the state with the highest general positivity index: 
32.98 against 27.15 for the two sexes and 36.46 to 29.37 for the 
character of the district of residence. 


Erythrocyte Values of Adolescent Workers in 
Rio de Janeiro 

Dr. Rubens Bastos of the Division of Industrial Hygiene, 
Ministry of Labor, published a report on the study of the 
erythrocyte values of adolescent workers (14 to 17 years) of 
both sexes, with the establishment of the curves of age distri- 
bution of the corpuscular values within those age limits. The 
report represents another Brazilian contribution to the know!- 
edge of the variation of the red cell characteristics in connection 
with some social, geographic and anthropologic factors. The 
study was based on a group of 745 subjects of both sexes (471 
males and 274 females) from 14 to 17 years of age. All were 
born in Rio de Janeiro or had lived in that city several years. 
Of the 471 males, 301 were white and 170 colored; of the 274 
females, 133 were white and 141 colored. These adolescent 
workers were employed in industrial establishments (textiles, 
glass, rubber, metal foundries, carpentry), and all had been 
previously subjected to a simple medical examination, including 
a roentgenogram of the chest. The main results of the study 
may be summarized as follows: the mean corpuscular hemo- 
globin concentration is identical in both sexes at age 14 and 
is practically the same, but begins to be different for the boys, 
at ages 15, 16 and 17. This difference is very slight between 
ages 14 and 15 and between ages 16 and 17, but is larger and 
significant between these two groups. The mean corpuscular 
volume and the mean corpuscular hemoglobin present a similar 
variation. Contrary to the results of Milan and Muench, no sig- 
nificant differences were observed between white and colored 
persons. A last important point is represented by the age at 
which the erythrocyte value in the male is stabilized. In the 
adult man, in Rio de Janeiro, the mean corpuscular hemoglobin 
concentration is not less than 14.54 per cent, which is the aver- 
age for the 17 year group. 
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CORRESPONDENCE 


TOUR OF THE FAR EAST 


To the Editor:—Having just completed (Oct. 30, 1950) a six 
weeks’ tour of the Army and some of the Navy and Air Force 
medical facilities in the Far East, including those in the Inchon- 
Seoul area, I feel that the impressions gained might be of interest 
to the profession, especially to those who served in World War 
II and those who anticipate military service. My tour as Con- 
sultant in Internal Medicine to the Surgeon General of the Army 
afforded the opportunities of observing problems on the spot, 
of seeing problem cases, of making ward rounds, of participating 
in conferences and briefings, of getting the “low down” from 
former students as well as from those with whom I had served 
in the South Pacific in World War II, of discussions, with head 
nurses and dieticians and of having the Army Theatre Con- 
sultant in Internal Medicine for the Far East, Col. Francis 
Pruitt, accompany me throughout the tour. It is on these oppor- 
tunities that the following impressions of the functioning of the 
United States Army Medical Corps in the present conflict are 
based : i 

1. The personnel of the military services received and are 
receiving superior medical care, which is conducted at times 
under most trying circumstances. Medical personnel and supplies 
in medical facilities in Japan were grossly depleted to provide 
immediate treatment of the wounded in the forward areas. 
Countless lives were saved by the evacuation of patients by air 
to hospitals in Japan. As of October 9, more than 17,000 had 
been transferred in this manner. Patients leaving Pusan by air 
were in a modern hospital, the 118th Station Hospital at 
Fukuoka, in one hour. A considerable number of patients were 
picked up in forward positions by helicopters. It is my opinion 
that Mr. Drew Pearson was misinformed or uninformed con- 
cerning the military medical services in the Far East. Otherwise, 
his public statements would have been closer to fact. 

2. The number of doctors and nurses were inadequate until 
about October 5. Momentarily the medical staff of the Army 
Tokyo General Hospital of 1,200 beds (expanded to 2,000 beds 
later) was reduced to seven physicians—a measure necessary to 
provide emergency care at the front. A maximum of efficiency 
was made possible by the improved policy of appropriate assign- 
ment of specially trained personnel when this was practicable— 
a policy which is kept up to date by the functioning of the theatre 
consultants. 

3. A great medical tragedy was avoided by having, on immedi- 
ate call, physicians taking residency courses in military and 
civilian hospitals under the auspices of the Army. When the 
peak demand for doctors was reached, more than 50 per cent 
of the physicians in this theatre were physicians whose resi- 
dencies had been abruptly interrupted. At one time all the 
medical officers except the commanding officers of five hospitals 
were physicians whose residency training had been interrupted. 
It is important for everyone interested in the care of military 
personnel to know that, had it not been for the Residency 
Training Program adopted by the Army after World War II, 
our forces would have been faced with the tragedy of a crippling 
inadequacy of physicians when called on to enter a suddenly 
precipitated and unanticipated conflict. The unavoidable delay 
of 90 days in getting reserves into action would have cost many 
lives, and tLe care of the sick and injured could not have been 
anything but inferior. Surely, foresight in training could not 
have been turned to better advantage. 

In an age in which the onset of conflict is likely to be sudden 
and unexpected a reservoir of physicians with more than average 


training and available on a moment’s notice is invaluable. We 
will do well to appreciate the sacrifices these young physicians 
have made and from one who has seen them in action, not for 
an eight or 10 hour day but until the job at hand was done— 
days on end with only a few hours’ respite—they have my sincere 
admiration. 

4. The absence of serious epidemics. Dysentery, due to 
Shigella organisms, was common but relatively mild and 
responded promptly to chloramphenicol therapy. The most seri- 
ous illness encountered has been Japanese B encephalitis. The 
mortality ranged from 10 to 15 per cent, and tragic residual 
manifestations are common. Fortunately the season for this dis- 
ease ended in October. Hepatitis is endemic but is not a great 
military problem. Two deaths occurred in one week from this 
disease when the total number of such patients being treated was 
approximately 100. The reappearance of a mortality, due to 
hepatitis, in troops is due, in all probability, to the impaired 
nutritional and physical state of the patient as a result of combat 
and not a change in the virulence of the virus. A small num- 
ber of cases of scrub typhus has been seen. 


GarrFistp G. Duncan, M.D. 
330 South Ninth Street, 
Philadelphia 7. 


BANTHINE® IN THE THERAPY OF 
PEPTIC ULCER 


To the Editor:—Various agents (vagotomy, the atropine- 
belladonna group) have been used to lessen vagal function in 
the treatment of peptic ulcer. Recently, a new anticholinergic 
drug, banthine® (beta-diethylaminoethyl xanthene-9-carboxylate 
methobromide), has been made available to the medical profes- 
sion for this purpose. The drug is apparently a valuable adjunct 
to the therapy of peptic ulcer. Only too often in the past has a 
new therapeutic remedy been enthusiastically received and then 
as energetically rejected. On the basis of my personal experience 


‘with a fairly large series of ulcer patients, I wish to outline the 


following suggestions regarding the use of banthine.® 

1. The amount advocated by Grimson seems too large for most 
patients. My co-workers and I have found 50 mg., instead of 
100 mg., given orally, sufficient. Admittedly, a small percentage 
of patients tolerate the larger dose. 

2. To prevent meal-induced vagal activity, the drug should be 
given before meals rather than every six hours, although another 
dose on retiring and one during the night is approved. 

3. Since our studies of ulcer patients in the Gastro-Intestinal 
Clinic of Mount Sinai Hospital have not shown any constant 
inhibitory effect of 100 mg. of banthine® on gastric secretion, we 
advocate the concomitant use of alkalis. 

4. Except for investigational purposes, we do not consider it 
fair either to the patient or to the drug to permit an ulcer 
patient to be treated with banthine® alone without regard to 
tissue aggression factors, such as an irritating diet, tobacco and 
alcohol. 

5. Occasionally patients with severe nocturnal pains are not 
relieved by banthine® but do respond to my continuous intra- 
gastric drip therapy. 

6. Males with present or impending prostatism should not be 
given the drug. Pyloric obstruction also seems to be a contra- 
indication. A small percentage of patients complain of general 
malaise and weakness (sympathetic factors?) and cannot tolerate 
the drug. 
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7. The complete loss of symptoms in most patients with 
uncomplicated peptic ulcer is immediate and gratifying. In my 
experience no other drug previously used has given such excellent 
symptomatic results in such a large percentage of patients. It 
is probable, although this requires further study, that the bene- 
ficial effects result either from decreased motor activities or 
from some degree of sympathetic block. 

In our experience, patients may become symptomless and the 
ulcer heal or not. It is, therefore, imperative that while the 
patients are being treated with this drug they have repeated 
radiographic studies. Future studies may reveal that healing 
occurs when the acid factor is controlled. 


ASHER WINKELSTEIN, M.D., 
1185 Park Avenue, New York 28, 


RETIREMENT AT SIXTY-FIVE 
To the Editor:—A patient from Waterloo, Iowa, has brought 
up a point on which I have felt strongly for some time, namely, 
forced retirement of business executives at the age of 65. I sup- 
pose that this practice, which is prevalent in many corporations, 
it allows earlier promotion of younger men. 





has one advantage 
I am‘ also sure that many men who reach the age of 65 are 
no longer fit to carry on their duties. I am sure, however, that 
you will agree with me that one cannot use any age limit as a 
criterion of when a man is or is not fit to carry on. With the 
modern advances in medicine, age 65 is no longer considered as 
old as it used to be. Many men are really in their prime at that 
age and stay that way for five, 10 or even 20 years more. 

It seems to me that a campaign could be started among cor- 
porations and in medical schools and other universities to offset 
previous practices in this regard. In its place, such large insti- 
tutions might have a committee which would judge as to the 
fitness of every person as he approaches the age of 65. If the 
committee decided that a man had all his faculties, he would be 
kept on in his position as long as he retained those faculties. 
To avoid possible complaints, this committee should be composed 
of both older and younger men. As a corollary, such large 
institutions would do well if they that those 
approaching the age of 65 should have thorough physical exami- 
This would 


would insist 

nations at stated intervals, at least once a year. 

weed out a number who are physically unfit to carry on and 

would make room for the younger executives. 
Leon Uncer, M.D., 
185 North Wabash 
Chicago 1. 


Avenue, 


USE OF SODIUM CHLORIDE SOLUTION 
FOR SHOCK 

To the Editor:—The letter of Drs. Rosenthal and Tabor 
(J. A. M. A. 144:413 [Sept. 30] 1950) is timely in its emphasis 
on the need for simplifying the treatment of shock, especially 
in its early stage. It is regrettable that there is no reference to 
the outstanding advocate of the use of isotonic sodium chloride 
solution in large amounts for shock. Dr. Frederick M. Allen, on 
the basis of his own work and scattered observations in the 
literature, was the first to introduce tourniquet shock as a 
standardized laboratory procedure. He was the first to interpret 
shock as a mixture of physical and toxic factors (Arch. Surg. 
38:155 [Jan.] 1939). He advocated isotonic sodium chloride 
solution as being equal to and sometimes superior to plasma for 
shock and burns (4m. J. Surg. 61:79, 1943; 62:80, 1943). The 
availability of the solution in practically unlimited quantities 
should be brought to the attention of those charged with the 
setting up of disaster centers, especially as these will be staffed 
largely with lay personnel. 


Vincent Hurtey, M.D., 
40 East Sixty-First Street, New York. 
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SEXUAL EFFECTS OF VASECTOMY 


To the Editor:—In the July issue of THe JourNnat there 
appeared an article by Garrison and Gamble on the effects of 
vasectomy. I have been interested in the surgical correction 
of male sterility for the past 30 years and have frequently been 
confronted with the problems of the patient who has under- 
gone vasectomy; for this reason I feel that some comment on 
this subject is in order. These authors state that the use of 
vasectomy has been limited because the average male is appre- 
hensive of a handicap in his sexual life as a result of the 
procedure. They further state that they performed vasectomy 
in 23 cases because the couple had “as many children as they 
wanted or could care for adequately.” One patient spoke of a 
Nineteen other patients were 
sterilized because of “physical disabilities” of the wife. Kidney 
disease, diabetes, difficult labor and asthma are mentioned as 


wife “almost crazy with worry.” 


conditions in the wife which served as an indication for steriliz- 
ing the husband. In eight patients the husband was operated 
on because he had neurosyphilis, diabetes, rheumatism, multiple 
sclerosis, asthma, blindness or deafness. The authors state that, 
after an experience of 50 procedures on “unselected mentally 
normal patients,” they found that 47 of the 50 (and, as stated 
by their husbands, all the wives) were satisfied with the results 
of the operation. 

This subject seems to me to have been dealt with, in this 
instance, in a rather superficial manner. The surgeon that 
considers doing a vasectomy for any purpose other than the 
direct treatment of local disease must know that in practically 
every state in the Union this operative procedure is considered 
an illegal one. Furthermore, the patient may sue the surgeon 
and recover damages under the law, even though he, the patient, 
has stated under oath that he requested that the operation 
be done. 

The psychic and emotional effects of vasectomy are much 
greater and more deeply rooted than an analysis of such factors 
as “effect on libido,” “postorgasmal symptoms” and “frequency 
of intercourse” would indicate. Making a man 
has often resulted in marital infidelity, domestic discord, sepa- 
These expericnces are frequent in our 


‘ 


‘safe sexually” 
ration and divorce. 
records in contrast with those quoted by the authors in their 
50 cases. 

The be tempted 
vasectomy as the easy and safe way to effect sterilization. The 
operation is simple, devoid of risk and entails no immediate 
Such advice should not be given 


average physician may to recommend 


disability worthy of mention. 
lightly. Most experienced urologists will agree that profound 
sexual neuroses and imaginative ills often follow vasectomy 
when it has been performed purely to prevent pregnancy. This 
is true especially of the private patient and perhaps less so in 
the clinic patient. 

Experienced surgeons will demand more valid indications for 
male sterilization than those advanced by Garrison and Gamble. 
In addition, they may wisely insist on neuropsychiatric help in 
the preoperative appraisal of some of these patients and their 
problems. I know of no surgical procedure which makes the 
operator more vulnerable to the complaints of a disgruntled 
patient than a male “sterilization” that has been done without 
considered judgment on the part of all concerned. 


Vincent J. O’Conor, Professor of Urology, 
Northwestern University Medical School, Chicago 11. 


The medicolegal aspects of operations to produce sterility 
were discussed in a statement prepared by the Bureau of Legal 
Medicine and Legislation and published in THe Journat Nov. 
12, 1949, page 810.—Eb. 
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Council on Medical Education 
and Hospitals 


ESTABLISHMENT OF CONFERENCE COM- 
MITTEE ON GRADUATE TRAINING 
IN SURGERY 


By action of the Board of Trustees of the American Medical 
Association, the Board of Regents of the American College 
of Surgeons and the American Board of Surgery, a Conference 
Committee on Graduate Training in Surgery has been estab- 
lished. The purpose of this committee is to formulate uniform 
standards for residency training in surgery, to sponsor a single 
inspection service for hospitals offering such training and to 
approve and publish a list of acceptable residency programs. 
Lists thus approved by the conference committee will be pub- 
lished in THE JouRNAL and in the Bulletin of the American 
College of Surgeons at periodic intervals. The first of these 
lists of approved residencies for surgical training appears below. 

Hospitals desiring approval of residency training in surgery 
should make application for inspection on behalf of the Con- 
ference Committee on Graduate Training in Surgery to the 
Secretary of the Council on Medical Education and Hospitals 
of the American Medical Association, 535 North Dearborn 
Street, Chicago 10, Illinois. 


SURGERY 


The following services have been approved by the Council, 
the American Board of Surgery and the American College of 
Surgeons. Approval for training in hospitals listed in the 
1950 Internship and Residency Number (142:1204-1211 [April 
15]), but not included in this list, will be extended to July 1, 
1951, as previously announced. Approval for training in 
hospitals not listed in the 1950 Internship and Residency Number 
but included in this list is retroactive to July 1, 1950. Hospitals 
designated by an asterisk offer approved training in surgery 
of less than three years’ duration, which is integrated with or 
contributory to a fully approved program. 














Length of 
Approved 
Prezram, 
Name of Hospital Location Years 
United States Army 
Letterman Army Hospital..... San Francisco + 
Fitzsimons Army Hospital.. Denver + 
Army Medical Center....... Washington, D. C. 4 
Brooke Army Medical Center. San Antonio, Texas 4 
| eee . Anson, C. Z. 3 
Tripler Army Hospital..............0.0: Honoluiu, T. H. 3 
United States Navy 
a Gh. SD CR «acca Ceectidesecce Oakland, Calif. 4 
U. S. Naval Hospital San Diego, Calif, 4 
U. S. Naval Hospital Great Lakes, ill. ° 
U. S. Naval Hospital.. Bethesda, Md. 4 
U. 8. Naval Hospital... Chelsca, Mass. 4 
U. 8. Naval Hospital.. St. Albans, N. Y, 4 
U. 8S. Naval Hospital Philadelphia 4 
U. S. Public Health Service 
U. S. Marine Hospital San Francisco 8 
U. S. Marine Hospital.. New Orlcans 3 
U. 8. Marine Hospital Baltimore 3 
U. 8. Marine Hospital Boston 3 
U. 8. Marine Hospital Stapleton, S. I., N. Y. 3 
U. 8. Marine Hospital Seattle 3 
Federal Security Agency 
Freedmen’s Hospital............csceeees Washington, D.C. 4 
Veterans Administration 
Veterans Admin. Hospital............ . Tuskegee, Ala. 3 
Veterans Admin. Hosp:tal Long Beach, Calif. 4 
Veterans Admin. Hosp:tal Los Angeles 4 
Veterans Admin. Hosp:tal San Francisco q 
Veterans Admin. Hosp:tal Fort Logan, Colo. 4 
Veterans Admin. Hosp‘tal Newington, Conn. 4 
Veterans Admin. Hosp:tal.. Washington, D.C. 4 
Veterans Admin. Hospital.. Coral Gables, Fla. 3 
Veterans Admin. Hosp:tal Chamblee, Ga. 3 
Veterans Admin. Hospital Hines, Ill. 4 
Veterans Admin. Hospital Indianapolis 4 
Veterans Admin. Hospital Des Moines 4 
Veterans Admin. Hospital Wadsworth, Kan. 3 
Veterans Admin. Horp‘tal... Wichita, Kan, 3 
Veterans Admin. Hospital... Louisville, Ky. + 
Veterans Admin. Hosp:tal... New Orleans 4 
Veterans Admin. Hosp-tal... Fort Howard, Md. q 
Veterans Admin. Hosrp:tal Perry Point, Md. 4 
Veterans Admin. Hospital 


- 


QUID I banenseendencccecesesss Boston 


MEDICAL EDUCATION 


- Merey Hospital...... 


AND HOSPITALS 


SURGERY—Continued 


Name of Hospital 


imict 


+ 
ation 


Location 


Conti a 





Veterans Ad 


Admin. Hospital 
Admin. Hosp.tal 
Admin. Hosp.tal.. 
Admin. Hosrp.tal 
Admin. Hosp.tal.. 
Admin. Hocp.tal.. 
Admin. Hosp.tal.. 
Admin. Hosp.tal.. 
Admin. Hosp.tal 
Admin. Hosp.tal.. 
Admin. Hocp.tal.. 
Admin. Ho:p.tal.. 
Admin. Ho:p.tal.. 
Admin. Ho:p.tal.. 
Admin. Ho: p.tal 
Admin. Ho: p.tal.. 
Admin. Ho:p.tal.. 
Admin. Horp.tal.. 
Admin. Ho:p-tal 
Admin. Ho: 
Admin. Ho:p-tal.. 
Admin. Hox 
Admin. Hosp'tal.......+.... " 
Admin. Hospital... 

Admin. hosp.tal 


Veterans 
Veterans 
Veterans 
Veterans 
Veterans 
Veterans 
Veterans 
Veterans 
Veterans 
Veterans 
Veterans 
Veterans 
Veterans 
Veterans 
Veterans 
Veterans 
Veterans 
Veterans 
Veterans 
Vete:ans 
Veterans 
Veterans 
Veterans 
Veterans 
Vete: ans 


Nonfederal 
Carraway Methodist Hospital... 
Jefferson-Hillman Hospital....... eccene 
Lloyd Noland Hogspital.... ° 
University Hospitai...... 
Herrick Memorial Hospital............. 
San Joaquin General Hospi al. eases eee 
General Hospital of Fresno Courty... 
California Hospital.................+. ° 
Cedars of Lebanon Hospital......... oe 
Hospital of the Good Samaritan 
Los Angeles County Hospital.. 
Queen of Angels Hospital......... 
St. Vineent’s Hospital..... 
White Memorial Hospital 
Highland-Alameda County Hospital... 
Peralta Beapital... .ccsoccesseccccesccess 
Permanente Foundation Hogspital..... 
Samuel Merritt Hospital................ 
San Bernardino County Charity Hosp.. 
Merey Hosp tal 
San Diego County General Hospital.... 
Franklin Hospi al. .........0..ceeeeeeeee 
French Hospita!............+- 
Mount Zion Hospital..... 

St. Joseph’s Hospital 
St. Mary’s Hospital.......... eccsee 
San Francisco Hospital..............+. 
Southern Pacific General Hocpital..... 
Stanford University Hospital........ se 
University of California Hospital...... 
Santa Barbara Cottage Hospital 
Los Angles County Harbor General 

Hosp ‘tal 
























Presbyterian Hospital 
St. Anthony Hospital.......... 
St. Joseph’s Hoepital.. Sees 
St. Luke’s Hospital............... . 
University of Colorado Medical Cents T 
Colorado General Hospital........... 
Denver General Hospiial....... oceceee 
Corwin Hosp'tal............eee0e ee 
Pridgeport Hospital. 
Hartford Hosnital.... 
St. Francis Hospital iepcusseeeses 
New Britain General Hospital 
Grace-New Haven Community Hospital 
Grace OWMlba....ceciccrcccccccccvccvesece 
New Haven Unit (University = 
Hosp tal of St. — 
Waterbury Hospital... 
Delaware Hosp'tal.... 
Memorial Hospital 












Central Dispensary and Emergency 
BROS 20. cc cccccscscccccseccccceseses 
Gallinger Municipal Hospital...... e« 
Garfield Memorial Hospital....... 





Georgetown University Hospital 
George Wash'ngton University Hosp.. 
Providence Hospital.............++e0e8s 
Duval Medical Cen‘er... 
St. Vincent’s Hospital 
Jackson Memorial Hospital............ 
Crawford W. Long Memorial Hospital 
Grady Memorial Hospital 
Piedmont Hospital.......... 
University Hospital......... 
Emory University Hospital............. 
American Hospital. ..........+cceeeweees 
Augustana Hogepital...........++.. a 
Chicago Memorial Hospital............ 
Children’s Memorial Hospital...... sees 
Cook County Hospital.......... evccece 
Grant Hospital.............. 

Illinois Masonic Hospital 
Lutheran Deaconess Home and Hosp. 
Mercy Hospital-Loyola Univ. Clinies.. 











Framingham, Mass. 
Dearborn, Mich. 
Minneapolis 


Jefierson Barracks, Mo. 


Lineoln, Neb. 
Albuquerque, N. M. 
Buffalo 

New York City 
Staten Island, N. Y. 
Cleveland 

Dayton, Ohio 
Oklahoma City 
Portland, Ore, 
Aspinwall, Pa. 
Columbia, 8. C. 
Memphis, ‘tenn. 

Na‘ hville, Tern. 
Dallas, ‘lexas 
Houston, ‘lexas 
McKinney, Texas 
Salt Lake City 
White River Jct., Vt. 
R chmond, Va. 
Martinsburg, W. Va. 
Miwaukee 


Birmingham, Ala. 
Birmingham, Ala, 
Fairfield, Aia. 
Little Roek, Ark. 
Berkeley, Calif. 
French Camp, Calif. 
Fresno, ( alif. 
Los Angeles 

Los Angeles 

Los Angeles 

Los Angeles 

Los Angeles 

Los Angeles 

Los Angeles 
Oakland, Calif. 
Oakland, Calif. 
Oakland, Calif. 
Oakland, Calif. 


San Bernardino, Calif. 


San Dicgo, Calif. 
San Diego, Calif. 
San Fi ancisco 
San Francisco 
San Fianeisce 
San Francisco 
San Francisco 
San Francisco 
San Francisco 
San Frarciseo 
San Frane:sco 


Santa Barbara, Calif. 


Torranee, Calif, 
Denver 
Denver 
Denver 
Denver 
Denver 


Denver 

Denver 

Pueblo, Colo, 
Bridgeport, Conn. 
Hartford, Conn, 
Hartford, Conn. 
New Britain, Conn, 


New Haven, Conn, 
New Haven, Conn, 
New Haven, Conn. 
Waterbury, Conn. 
Wilmington, Del. 
Wilmington, Del. 


Washington, D. C. 
Washington, D. C. 
Washington, D. C. 
Washington, D. C. 
Washington, D. C. 
Washington, D. C. 
Jacksonville, Fla. 
Jacksonville, Fla. 
Miami, Fla. 
At’anta, Ga. 
Atlanta, Ga, 
Atlanta, Ga. 
Augusta, Ga. 


Emory University, Ga. 


Chicago 
Chicago 
Chicago 
Chicago 
Chicago 
Chicago 
Chicago 
Chicago 
Chicago 


\ 
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SURGERY—Continued 
Name of Hospital Location 
Michael Reese Hospital........... Chicago 
Mount Sinai Hospital......... Chicago 
Passavant Memoria! Hospital.... Chicago 
Presbytir.an Hospital............ ... Chicago 
Provident Hospital...............++ss00 Chicago 
Research and Educational Hospitals... Chicago 


St. clizave h Hospital 
St. Joseph Hosp.tal...... 
Oe ON eee 
St. Mary of Nazareth Hospital.... 
University of Chicago Clinies....... 
Wesley Memorial Hospital.......... 
Evanston Hospital......... 
St. Francis Horpital....... 
Wet Suburban Hoepital.. 
St. Francis Hospi.al ° 
8 er ree 
Indianapolis Gencral Hospital.......... 
Indiana University Medical Center..... 
Methodist Hospital.................e00++ 
St. Vineent’s Horpital....... 
St. Elizabeth’s Ho.pita!..... 
Iowa Methodist Hospital.... 
University Hosp‘ital.......... - 
St. Marzaret’s Hospital.............. 
University of Kansas Medical Center.. 
Wesley TROGPiRAL.... oc ccccccccccccccccccs 
St. Joreph’s Hospital............+-..+++ 
Lou'sville General Horpital............ 
Norton Memorial Infirmary............ 
St. Joceph Infirmary............ wae 
Charity Hospital of Louisiana.. 
Oehsre> Foundation Hospital. 
Southern Paptist Hospital.... 
Touro Infirmary............... 
Shreveport Charity Hos _— 
Maine Gene-al Hospital... . 












Church Home and “Hospital beowcectsene 
Franklin Square Horp!tal.............. 
Johns Hopkins Hospital................ 
Lutheran Hospital...........-...ssese0 
Maryland General Horp‘tal...... ° 
BE PE cv occctwetesscecececcs 
Provident Hospital ard Free Disp.. 
St. Agnes Horpital................+. 
St. Joseph's Hospital. 
i fT arr rir 
South Ba't'more General Horpita 
Union Memorial Hospital........ 
University Hosp'tal.............. 
Beverly Hospital...... 
Beth Israel Horp tal.... 
Boston City Ho’ pital... 
Carney Hospi ai......... 
Chidren’s Hospital 
Massachusetts General Hospital... 
Massachusetts Memorial Hospitals 
New Eng’and Center Horp'tal.......... 
New Fneland Hospital for Women and 

GREG ance cccccccessscctecccccccevece 
Peter Bent Brigham Hospital 
St. Fliza>eth’s Hosnpitai............. 
Mount Auburn Hospital.... 
Trucedale Hospital.......... 
Newton-We'lesiey Horpital.. 
Salem Hospita!.... 







Sprinefield Hospital............-c.eeee0 
Pondyville Hospital... .....-...ccceeeeeeee 
Memorial Hospital. ..........0cceeeeeee 
St. Vincent Hospital................05-. 
Worcester City Horpital............... 
St. Joseph's Merey Hospital............ 
University Hosp'tal............-.0.-csees 
Lefla Y. Post Monteomery Hospital... 
Alexander Blain Horpital............... 
Charles Godwin Jennings Hosepital..... 
City of Detroit Reecivine Hospital..... 
Evangel'cal Deaconess Hospital........ 
Grate WErp tal. ..cccccccccceccccoscccess 
Harper Hospital... ........cccceeeeevees 
Henry Ford Horpital................+5+ 
Mount Carmel Mercy Hospital......... 
Providence Horpital..............cceeees 
St. Joreph’s Merev Hospital............ 


Warne County General Hospital and 

ED cc nasviuseseustovcccvccesecte 
CE aacisbcvscesécccecccccce 
Blodgett Memorial Hospital.... ee 
Butterworth Hoepital........... 
St. Mary’s Hoepital............... 
Highland Park General Horp‘tal. 
Bronson Methodist Hospital..... 
Pontiac General Hospital......... ‘ 
Saginaw General Hospital.............. 
Minneapolis General ,Hospital.......... 
Northwestern Hospital.................. 
St. Barnabas Hoepital................ . 
University of Minnesota Hospitals..... 
Mayo Foundation 





Ancker Hospital........ 
Charles T. Miller Hospital... 
Lutheran Hospital.............. 


Merey Hospital-Street Memoria nance: 













Chicago 
Chicago 
Chicago 
Chicago 
Chieago 
Chicago 
Evanston, Ill. 
Evanston, Ill. 
Oak Park, Ill. 
Peoria, Ll. 
Bluffton, Ind. 
Indianapo is 
Indianapolis 
Indianapo is 
Indianapo.is 
Lafayctte, Ind. 
Des Mo‘nes 
lowa City 
Kansas City, Kan. 
Kansas City, Kan. 
Wieh:ta, Kan. 
Lexington, Ky. 
Louisville, Ky. 
Lou'sville, Ky. 
Louisville, Ky. 
New Orleans 
New O- leans 
New Oticans 
New O:icans 
Shreveport, La. 
Portland, Maine 
Baltimore 
La:timore 
Baltimore 
Baltimore 
Pa‘timore 
La‘timore 
Baltimore 
Pa‘timore 
Paltimore 
Pa‘timore 
Baltimore 

Pa timore 
Baltimore 
Baltimore 
Beverly, Mass, 
Boston 

Boston 

Boston 

Boston 

Boston 

Boston 

Beston 


Boston 

Bos‘on 

Boston 
Cambridge, Mass. 
Fall River, Mass, 
Newton. Mass. 
Salem, Mass. 
Springfield, Mass, 
Walpole, Mass. 


Worcester, Mass, 7 


Worcester, Macs. 
Worcester, Mass, 
Ann Arbor, Mich. 
Arn Arbor, Mich. 
Pattle Creek, Mich.* 
Ic troit 

Detroit 

Detroit 

Detroit 

Detroit 

Detroit 

Detroit 

Detroit 

Detroit 

Detroit 


Floise, Mich. 
F'int, M'ch. 
Grand Rapids, Mich. 
Grand Rarids, Mich. 
Grand Rapids, M'ch. 


Highland Park, Mich. 


Kalamazoo, Mich. 
Pontiac, Mich. 
Saginaw, Mich. 
Minneapolis 
Minneapolis 
Minneapolis 
Minneapolis 
Rochester, Minn. 
St. Paul, Minn. 
St. Paul, Minn. 
Vicksburg, Miss. 
Vicksburg, Miss. 


Length of 

Approved 

Program, 
Years 
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SURGERY—Continued 
Name of Hospital Location 
Nonfederal—Continued 


Kansas City General Hospital No. 1.. 
Research Hospital......... 
St. Joseph Hospital 
St. Luke's Hospital 
EE SEE Ges wetncseesesessiscanse 
ee in ndgcncdnces6tctcnces 
Homer G. Phill._ps Hospital. 
Jewish Hospital............. 
M.ssouri Pacific Hospital... 
Bt. SOR TGR PRal..... 0.2. cccccccccccce 
St. Louis Children’s Hospital.......... 
Louis City Hospital 
Mary’s Group of Hospitals......... 
Shibes Clarkson Memorial Hospital.. 
Creighton Memorial St. Josepli’s Hosp. 
University of Nebrasxa Hosp.tal....... 
Mary Hitcheock Hospital.............. 
Atiantie Uity Hospital........ 
Cooper Hosp_tal.............. 
West Jersey Hospital........... 
Jersey City Hospital............ 
Buriington County Hospital........... 
Hospital of St. ,Barnal as agd for 














Newark Beth Israel iiospital.. cnn 
Paterson General Hospital............. 
i rndindbehescatssesesueys 
Bingham‘on City Hospital pa 
Beth-E] Hosp‘tal 
Brooklyn Cancer Institute...... ann 
ED Mw cccvcacsocessevsuse 
Coney Island Hospital. _ 
Cumberland Hoep:tal.........ccccsccees 
Greenpoint Hospital.... 
Jewish Hospital........ 
Kings County Hospital. 
Long Island Co.lexe Hospital.... 
Maimonides Horpital........... 
Methodist Hosrpital........... 
Norwegian Lutheran Deaconesse 
Home and Horp tal 
St. Catherine’s Hospital........ 
St. John’s Lpiscopa! Hospital.. ve 
Pg BO rere 
Wyckoff Heichts Hospital.. es 
Buffalo Gencral Hospital........... 
Deaconess Hospital aa 
Edward J. Meyer Memoria! Hospital.. 
Milard Fillmore Hospital.......... 
Sis‘ers of Char.ty Ho: p'tal - 
Clifton Springs Sanitarium and Clinic. 
Mary Imogene Bassett Hospital....... 
Flushing Hospital and Dispensary..... 
Meadowbrook Hospital................. 
Jamaica Hospital............ 
Mary Immaculate Hospital. . 
Queens General Hospital............... 
Charles S. Wi'son Memorial Hospital.. 
Nassau Hospital .. 
Mount Vernon _———- 
New Rochelle Horpital.................. 
Bellevue Hor pital 
Div. I—Columbia University. 
Div. Il—Corne!l University.... 
Div. I1I—New York University 
Div. IV—Cpen Division.............+6. 
Beth Israel Hospital 
Ss connncodusabesnoceneses 
Flower and Fifth Avenue Hogspital.... 
Fordham Hosnital.............+.ssse00s 
French Hospital...............0+. ia 
Goldwater Memorial Hospital 
EE PE erwahcsedecaccescaceceue 
Knickerbocker Hospital..............++. 
Lenox Hill Hospital.................+++ 
Linco’n Hosp'tal...... is 
Memorial Hospital..... od 
Metropolitan Hospital.................. 
Montefiore Hospital for Chronie Dis- 
SEED. uniinaemdnddnsoks sgeguecceesssousces 
Morricania City Hospital............... 
Weeus Bisel TIOCWIGRl. .. vcvccccccsccccce 
New York City Horpital o* 
ey, eB rere 
New York Polyclinic Medical School 
GUE TROGRTER occ ccccccccccccccccccccce 
Presbyterian Hospital as 
Roosevelt Hosp'tal...... 
St. Clare’s Hospital..... 
St. Luke’s Hospital... 
St. Vircent's Hospital 
University Hospital... 
United Hospital....... 
Genesee Hospital........ os 
Bitte Tea pital... .<cccsccccccccsccess 
Rochester General Hosp!tal 
St. Mary’s Hospital..................-+ 
Strong Memorial-Rochester Municipal 
SNEED: oc nudennedctncegecsssceesccce 
ee I cc hvendsasieecscccccccqoss 
Hospital of the Good Shepherd........ 
Grasslands Horpi'al.................s055 
Charlotte Memorial Hospital........... 
jf *anse SR ERS 
BE ces sctccnccssccccccesees 






















































Kansas City, Mo. 
Kansas City, Mo. 
Kansas City, Mo. 
Kansas City, Mo. 
St. Louis 

St. Louis 

St. Louis 

St. Louis 

St. Louis 

St. Louis 

St. Louis 

St. Louis 

St. Louis 
Omaha, Neb. 
Omaha, Neb. 
Omaha, Neb. 
Hanover, N. H. 
Atlantie City, N. J. 
Camden, N. J. 
Camden, N. J. 
Jersey City, N. J. 
Mount Holly, N. J. 


Newark, N. J. 
Newark, x te 
Paterson, N. J. 
Albany, N. Y. 
Binghamton, N. Y. 
Brooklyn 
Brooklyn 
Brooklyn 
Brooklyn 
Brooklyn 
Brooklyn 
Prooklyn 
Brooklyn 
Brooklyn 
Brooklyn 
Brooklyn 


Brooklyn 
Brooklyn 
Brooklyn 
Brooklyn 
Brooklyn 
Buffa‘o 
Buffalo 
Bufialo 
Buffalo 
Buffalo 


Clifton Springs, N. Y. 


Cooperstown, N. Y. 
biush'ng, N. Y. 
Hemp*tead, N. Y. 
Jamaica, N. Y. 
Jamaica, N. Y. 
Jamaica, N. Y. 
Johnson City, N. Y. 
Mineola, N. Y. 
Mount Verron, N. Y. 
New Rochelle, N. . 


New York City 
New York City 
New York City 
New York City 
New York City 
New York City 
New York City 
New York C'ty 
New York City 
New York City 
New York City 
New York City 
New York City 
New York C'ty 
New York City 
New York City 


New York City 
New York City 
New York City 
New York City 
New York City 


New York City 
New York City 
New York City 
New York City 
New York City 
New York City 
New York City 
Port Chester, N. Y. 
Rochester, N. Y. 
Rochester, N. Y. 
Rochester, N. Y. 
Rochester, N. Y. 


Rochester, N. Y. 
Schenectady, N. Y. 
Syracuse, N. Y. 
Valhalla, N. Y. 
Charlotte, N. C. 
Durham, N. 0, 
Durham, N. ©, 


he M. A. 
. 23, 1950 


Length of 

Approved 

Program, 
Years 
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Number 17 
SURGERY—Continued SURGERY—Continued 
Length of Length of 
Approved Approved 
Program, Prozram, 
Name of Hospital Location Years Name of Hospital Location Years 
Nonfederal—Continued Nonfederal—Continued 
Watts Mospltall....cesscscacPrsctssesedss Durham, N. C. 3 Jefferson Davis Horpital............... Houston, Texas 4 
North Carolina Baptist Hospi Winston- Selon, H.O. 4 M. D. Anderson Hospital for Cancer 
Children’s Hospital Akron, Ohio ° PENNE bs cnkbdceib tecadon>nchsedseen Houston, Texas . 
City Hospital.......-+......00++ Akron, Ohio q Methodist Hospital.. Houston, Texas bad 
Peoples Hospital............++. Akrcen, Ohio 4 St. Joseph Infirmary Houston, Texas 3 
Aultman Hospital............. Canton, Ohio 3 Seott and White Hoepital.............. Temple, Texas 3 
Merey Hospital...............++ Canton, Ohio 4 Wichi'a Falls Clinie Hospital.......... Wichita Falis, Texas 3 
Children’s Hospital............. Cineinnati ™ Dr. W. H. Groves Latter-Day Saints 
Christ Heamttiheiccesssceccsiee Cincinnati 3 ME intibsucespasserabacsetsesabons Salt Lake City 3 
Cineinnati General Hospital Cincinnati 4 Holy cross Hospital. Salt Lake City * 
Good Samaritan Hospitai....... Cincinnati 3 St. Mark’s Hospital... Salt Lake City 3 
Jewish Hospital................ Cireinnati 3 Salt Lake County Gen ... Sat Lake City 4 
St. Mary’s Hospital.. Cincinuati 3 Mary Fletcher Horp.tal................. Burlington, Vt. 3 
Clty HOePital..cccccsccccccccsccces Cleveland 4 Alexandria Ho‘ pital.................... Alexandria, Va. 3 » 
Cleveland Clinie Hospital.......... Cleveland 3 Univer:ity of Virginia Hospital........ Charlottesville, Va. 4 “ 
Lutheran Hospital................. . Cleveland 4 Chesapeake and Ohio Hospital......... Cliftcn Forge, Va. 3 
Mount Sinai Hospital............se.ese. C.eveland 4 Norfolk General Hospital............... Norfolk, Va. 4 
St. Alamo Mis cssvevckcascecccsces Clevcland 3 Med.eal Coll. ge of Virginia 
St. John's ._HOSPIAl. ..cccscovcecessevcce Cleveland 4 NE Pins vn ccdccdcecentecse Richmond, Va. 4 
Se Ranke Ti asandckechcctntstcen C'eveland 4 Jefier.on Hospita!.... pies Roanoke, Va. 3 
St. Vincent Charity aeeten ht peewnmeinn Cleveland 3 Lewis-Gale Hospital Roanoke, Va. 4 
University Hospitals. .........cccccscces Cleveland 4 King County Hospital Unit } 
Mount Carmel Hospital epieleneastesie Columbus, Ohio 3 CIEE oni nisiariavnndecbadswiin Seattle 4 
Ohio State University Hospital........ Co!umbus, Ohio 4 Vi:ginia Mascn Hospital............... Seattle 3 
06. Feacela Baas: ccccocscsccsccce Columbus, Ohio » ON Ss bc cstnkncccouseeaseats Beckley, W. Va. 3 
White Cross Hospital..............++++ Columbus, Ohio 3 C! ar'eston General Hospital........... Charleston, W. Va. 3 
Miami Valey Hosp tal...............+6 Dayton, Okio 3 Che. apeake and Ohio Hogspital......... Hun ‘ington, W. Va. ad 
Huron Road Hospital................. Last Cieveiand, Ohio 3 St. Mary’s Hospital...................0. Huntingion, W. Va. 3 
Lakewood Hospital... Lakewood, Ohio 3 Laird Memorial Hospital............... Montzomery, W. Va. 3 
St. Rita’s Hospital Lima, Uhio 3 St. Joseph’s Hospital.... Parker: burg, W. Va. 3 
Maumee Valley Hospital................ Toledo, Ohio 3 Myers Clinie Hosp tal.. Phill ppi, W. Va. 3 
Merey Hospital........ Toledo, Ohio 3 Madison General Hospi Madiccn, Wis. 3 
St. Vineent’s Hospita Toledo, Ohio 3 State of Wisconsin Generai Hospital.. Madiscn. Wis. 3 
Batedo Wi GH, oncasensecseaensssacccs Toledo, Ohio 3 Cclumbia Hos:pital................sse0e00 Milwaukee 3 
St. Elizabeth’s Hospital. Youngstown, Ohio 4 M Iwaukce Chidren’s Hosp‘tal......... M'lwaukee ad 
ge town Hosp:‘tai... Youngstown, Ohio 4 Milwaukee County Hospital............ Milwaukee 3 
Anthony Hospital.. Oklahoma City 3 Milwaukee Horp'tal.......... Milwaukee 3 
Un versity Hospita’ Bewcs Cklahoma City 3 St. Joscph’s Ho: pital.... Milwaukee 3 
Hillerest Memorial Hos Tulsa, Okla. 3 Queen’s Hospital......... Hono ulu, Hawaii 3 
Emanuel Hospital..... Portland, Ore, 3 San Juan City Hospital................ San Juan, Puerto Rico 3 
St. Vinecnt’s Hoepltal. ...co.scccesescsss Portland, Ore. 3 
y Ho pitals ye - Aegean eee = Portland, Ore. 1 The following services are approved by the Council as offering 
Abington M mortal Hospital > ngton, Fe. : satisfactory training of one or two years’ duration, in preparation 
P Sn ccccccs wn, Pa. ° ae * ‘. aa 3 ° 
ee ter aon f. 3 for residency training in the surgical specialties (Surgical 
St. Luke’s Hospital...:... Pe‘hichem, Pa. 8 Residencies, J. A. M. A. 142:1216 [April 15] 1950). 
Bra lford SS eosdneet a I . ® 
Bryn Mawr Hospital.................+0. Bryn Mawr, Pa. 3 y 
George F. Geisinger Memorial Hospital Danvil'e, Pa. 3 Name of Beapttal Location 
Faston — pbnngenscudseuesenscsess ag Pa. . U. S. Public Health Service 
Hamot CEPR... ovccscccccccceccceses rie a aad ‘ 
St. Vircent’s Hospital..............s00 Erie, Pa. 3 . > aoe espital Detroit 
Harrisburg Polyclinie Hospital......... Harrisburg, Pa. 4 - 8. Marine Hospital C.evcland 
St. Joscep'’s Hospital............ceeeees Lancaster, Pa. 3 
Children’s Hospital...........ss+0sseeses Philade pia * Federal Security Agency 
Epiccopal MOemtel.....csccscccccsccsses Philade!phia 3 St. Elizabeths Hospital..............ccseeeeeees Washington, D. 0, 
Germantown Disnensary and Hospital. Philadelphia 1 
Graduate Hospital of the Univ. of Nonfederal 
Pennsylvania .........ssseeeees ..» Philadelphia 3 Ce Be iiictnncsecescccnciwssiedeateossas Mobile, Ala. 
Philadelphia a ie, Ae II hivcina ségeonspcnudévchttens Phoenix, Ariz. 





Hahnemann Hospital! 
Hosp tal of =~ University of 























Tucson Medical Center............... 

































‘Lucson, Ariz. 


PerMeylVAMiA .....ccccccececssccecees Philadelphia 4 Arkansas Baptist Hospital.......... Little Rock, Ark. 
Jefferson Mer tical College Hospital. Phiiadeiph'a 4 St. Vincent Infirmary.................. L:ttle Rock, Ark. 
Jew! ish Risso ocd kv ckesccesscéionses Philadelphia 3 Glendale Sanitarium and Hospital.... Giendale, Calif. 
Lan*xenau Hospital..............65 Philadelph‘a 4 Scacide Memorial Horp.tal............. -- Long Beach, Valif, 
Methodist Fpiscopa!l Hospital.. Philadelphia 3 Santa Fe Coast Lines Ho: pital................ Los Angeles 
Mount Sinai Horpital............. Philadelphia 3 Cellis P. and Howard Huut.rgton Memorial 
Pernsvivania Hospital.......... Philadelphia G j|j.j.§._ | RII cetttcbntictinncckscavctiveccse Pasadena, Calif. 
Philadel»hia General Hospital. Philadelphia 3 Sn iduitedntign ibaa San Francisco 
Presbyterian Hospital.............. Philadelphia 3 Mary’s Help Hospital...............+.. San Francisco 
Temple Univers'ty Hospital........ Philadelphia 3 CC, BR Tivo cccccassccevcicsaces San Francisco 
Woman's Hospital............seeee Philadelphia 3 Santa Clara County Hospital........... San Jose, Calif. 
Children’s Hosrp'tal.........ce.sseeee Pittsburgh ° Community Hospital of San Matco San Mateo, Calif, 
Merey Hoepital. ......c.cccccccsccccccces Pittsburgh 3 ey ER eae Santa Monica, Calif. 
Montefiore Hospital..............eeeee0s Pittsburgh 3 CR IEE osha ccncnicndeaceanvens .. Denver 
Pittchurah Hocp'tal.........sseceecevees Pittsburgh 3 Colorado State Horpital............c.c.cseecee Pueblo, Colo. 
Pittsburgh Medical Center- Lawrence and Memorial Associated Horpitals. New London, Conn. 

Presbyterian Hospital ............ Pittsburgh 3 ogg Hos pital.. .. Norwalk, Conn. 

St. Francis Hospital............ +. Pittsburgh 3 Mary's Hos spital. Ww aterbury, Conn. 
Western Pennsylvania Hospital........ Pittsburgh 4 amen Do v:culune¢einedicavettchh<hann Wash ngton, D. C. 
Read'ng Hosnital.........cecseceeseeees Reading, Pa. 3 Sibley Memorial Hospital................cs0000 Washington, D. C. 
St. Joseph’s Hospital.......+...eeeeeeee Reading, Pa. 3 UE Mies cv cdccccccncccccccaweedcovsses Jacksonville, Fla. 
Robert Packer Hosnital...............+ Sayre , Pa. t DE, TAD TINO oc ccccccccccocccccccoscente Jacksonville, Fla. 
Williamsport Hospital Ww ecesoert, Pa 3 Orange Memorial Hosrpital..................5 Orlando, Fla. 
York Hospital........... York, Pa. 3 Georgia Baptist Hospital.................-..005 Atianta, Ga. 
Rhode Island Hospital. Providence, R. I. 3 BE Fe Es wvennveiusnsseddescscécns Atianta, Ga. 
al . ——neeeRpeees Charleston, 8S. C. 4 Henrotin Hospital.................. Chicago 

Baroness Erlanger Hospital.. .. Chattanooga, Tenn. 3 Hospital of St. Anthony de Padu ... Chicago 
Knoxville General Hospital... -» Knoxville, Tenn. 3 Illinois Central Hosp:tal................cc0eeeee Chicago 

Baptist Memorial Hospital............. Memphis, Tenn. 4 SRD Pk vccssecesccnscecescestevcocses Chicago 

John Gaston Hospital Memphis, Tenn. 4 Norwegian-Ame.ican Hospital..............++5+ Chicago 
Methodist Hospital....... Memphis, Tenn. 3 Ravenswood Hospital................cceeeeeceee Chicago 

St. Joseph Hospital..........+..e0es00 Memphis, Tenn. 3 Oe Be I ca betaconccccetaccescsesscss Chicago 

Geo. W. Hubbard Hospital of Meharry Women’s and Children’s Hospital.............. Chieago 

Medical OoleGOe..ccccsccescocccccccccs Nashville, Tenn. WOGGRWR TIGEBIERL....nccccecessccccccsccccccses Chicago 
Nashville General Hospital............. Nashville, Tenn. Little Company of Mary Hospital............. Evergreen Park, Il. 
St. Thomas Hospital...........0.sccces Nashville, Tenn. Mcthodist Hospital of Central Illinois. -+» Peoria, Il 

Nashville, Tenn. Ball Memorial Hospital................ Muncie, Ind. 





Vanderbilt University Hospital 
Baylor University Hospital......... 


Da'las, Texas 


ww ~~ £0 mm OOO 


St. Francis Hospi‘ al 









Wichita, Kan. 


Gaston Hospital. ...........sscseeeesess Dallas, Texas Good Samaritan Hospital.................s000. Lexington, Ky. 
Parkland Hospital...............ss0.0++ Daiias, Texas Hotel Dieu, Sisters’ Hospital................005 New Orleans 
Univ. of Texas Medical Branch Hosp. Galveston, Texas Bon Secours Hospital. .............ssceeceeesees Baltimore 
John Sealy Hospital..............++.. DUNT. BOs cco vvceccovcvscoscccesesseves Bethesda, Md. 
Hermann Hospital..............ssssse0s Houston, Texas ROE GN ov cversecccceccccocsesseesecsonsess Boston 
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MEDICAL 


Location 


Cambridge, Mass. 
Lynn, Mass. 
Malden, Mass. 


SURGERY—Continued 
Name of Hospital 
Nonfederal—Conti d 
Cambridge City ee Pe. ee ee 
Lynn Hospital......... ie alata nila eee mer inearey 
EE Ps ccnccceeeiccececcoess svoskires 
Quincy City Hospital...... 


Detroit Memorial Hospital....... Sadecsonounes 
Woman's Hospital............ , avenban 
Asbury Hospital............... cae 
Lutheran Deaconess Home and Hospital. its 
EE nk bakth dae edeseceseceessessvese 
St. Louis County Hospital... 
Ellis Fischel State Cancer Hospital Lainerwiniai mare 
ED MDs cece eieccnscacesesccccccceccs 
en nade wad kc pececieocesses 
Missouri Methodist Hospital ph eecaccecdcccseces 
i on von ceccueaneseseeetes 
Missouri Baptist Hospital..................... 
le acc nccceseesecceseccceteces 
Montaia Deaconess Hosp-tal.................. 
teen dcckeceecedscesest 
Monmouth Memorial Hosrpital................. 
Mountainside Hocpital............cccsccccsecees 
Fitkin Memorial Hospital................sse00s 
Presbyterian —: RendSEsS Sedesccesseoceecss 
Muh’enberg Hoepital.. 
ET PE, cnt cascccesccs 
St. Francis Hosp-:tal........... 
Children’s Hospital..... sees 
Mary McClellan Hospital. 
GE MEE cc cccccccccccccescccccccncs 
Hospital for Special Surgery 
Lebanon Hospital.............. 
Mother Cabrini Hospital 
New York Infirmary........... 
SEE MOE cacnsedcsecccccccesece 
White Plains Hospital........ 
James Walker Memor‘al Hospital.............. 
City Memorial Hoepital............. 
Kate Bitting Reynolds Memorial Hospital. 
PE BE ccscessceescccecccsscocs awee 
St. Luke’s Hospital............. pasStassccenees 
ins scnacacaseestecceketcoucecsess 
Be PD. MNIIEIN. «cance caccescccsccesccocess 
Deaconess Hospital. . san aneks 
Fa'rview Park Hos pital. 
Doctors Hospital... 
St. Elizabeth Hospital Snes akties oe 
ETE EEE SE Tn 
ee ee ee acd ebeeetseneeeneese 
St. John’s Hospital... 
Providence Hospital.............. scageecesaes 
Harrisburg Hospital.. sane 
CY MUNDI. « ccccscccesscceccecces 
Doctors Hospital..... 
Frankford Horpital.. 
Hospital of the Woman's Medical Col'ege of 
Pennsylvan‘a ... 
Misericordia Hospital 
St. Joseph's Hospi‘al 
St. Mary’s Hoesp'tal.... 
Allegheny General Hospital Lneasevievaseeveaces 
Washington Hospital.. 
NS cevncnid ids ped censnenencteteest 
Wilkes-Barre General Horpital................. 
Columbia Hospital ee 
Columbia Hospital 
Mid-State Baptist Hospital. 
Brackenridge Hospital........ 
Methodiet Horp!‘al.... os 
St. Paul's Hoepital.... 
BE Mc ccncccccscccccccccccccccccescese 
Southern Pacific Hospital...............ccceeee 
Thomas D. Dee Memorial Hoepital............ 
Bishop DeGoesbriand Hospital...............+ 
Aptingtenm Boenltal... ......cccsevccccccsccccccecs 
Flizabeth Buxton Hospital................eeeee 
Riverside Horp'tal.... 
DePaul Hospital................ 
St. Elizabeth Hospital.......... 
Doctors Hoepital................ ° ee 
PpOyeRetee. TOTP... ccececcvccccccccccccscces 
I Nis ccc ce wee wwcccccccccsscvccceses 
St. Luke’s Hospital..... 
Kanawha Valley Hosp! tal. 
LaCrosse Lutheran Hospital........ 
Methodist Hospital.................06 etal 
Evangelical Deaconess Hospital.. yeshanbneusll 
Mount Sinai Horpital..........cccccsccscccseves 
Gt. Lube’s Hoapltal........ccsecccccccet oteuges 
St. Mary’s Hospital... deecaks cakiate 


















Quincy, Mass. 
Detroit 

Detroit 
Minneapolis 
Minneapolis 
Minneapolis 
Clayton, Mo. 
Columbia, Mo. 
Kansas City, Mo 
Kansas City, Mo 
St. Joseph, Mo. 
St. Louis 

St. Louis 

St. Lou's 

Great Falls, Mont. 
Hackensack, N. J. 
Long Branch, N. J. 
Montelair, N. J. 
Neptune, N. J. 
Newark, N. J. 
Plainfield, N. J. 
Trenton, = J. 
Trenton, N. J. 
Buffalo, x. } a 

( ambridge, N. Y. 
New York City 
New York City 
New York City 
New York City 
New York City 
New York City 
White Piains, N. Y. 
Wilmington, N.C, 
W nston-Salem, N. 
W'nston-Saiem, N. 
Bismarck, N. D. 
Fargo, N. D. 
Minot, N. D. 
Akron, Ohio 
Cincinnati 
Cleveland 


Cc. 
Cc 


Cleveland Heights, Ohio 


Dayton, Ohio 
Hamilton, Ohio 
Oklahoma City 
Tu’sa, Okla. 
Portland, Ore. 
Harrisburg. Pa. 
Hazelton, Pa. 
Philade'phia 
Philade!phia 


Philadelphia 
Philade'phia 
Philade'phia 
Ph'lade!phia 
Pittsburgh 
Wasrh‘neton, Pa. 
Wilkes-Barre, Pa. 
Wilkes-Barre, Pa. 
Wiitinsburg, Pa, 
Coiumbia, 8. C. 
Nashville. Tenn. 
Austin, Texas 
Dallas, Texas 
Dallas. Texas 

Fort Worth, Texas 
Houston. Texas 
Ogden, Utah 
Burlington. Vt. 
Arlington, Va. 
Newport News, Va, 
Newport News, Va. 
Norfolk, Vase 
Richmond, Va. 
Seattle 

Seattle 

Seattle 

Spokane, Wash, 
Charleston, W. Va. 
LaCrosse, Wis. 
Madison, Wis. 
MI'waukee 
Milwaukee 
Milwaukee 
Milwaukee 


INTERNSHIPS AND RESIDENCIES 


The following internship and residency training programs have 
been approved since the publication of the list of Approved 
Residencies and Fellowships in THe Journat, April 15, 
A number of hospitals not included in this list have recently 
been surveyed by representatives of the Council and have been 
These hospitals will be 
notified as soon as final action on their applications has been 
A list of these services will appear in the Hospital 


recommended for residency approval. 


completed. 


Number of THe Journat. 


EDUCATION AND HOSPITALS 
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ADDITIONAL INTERNSHIPS APPROVED 


Name of Hospital 


United States Army 
Army and Navy General Hospital............. 


United States Navy 
te, ae Ns 6 eins ck ccccccccecescoseues 
Veterans Administration 


Veterans Admin. Hospital weer Tere 
Veterans Admin. Hospital ountahess 


Nonfederal 

J. J. MeCook Memorial Hospital.............. 
Co'umbus City Hospital..... 
Akx an Brothers Hospital..................00 
Walther Memorial Hospital.................... 
New England Center Hosp'tal...............- “ 
Prospect Heights Hospital...............s.sse0 
Northern Westchester Ho a bkdwooneuoekauwn 
Merey Hospital........... . 


Location 


Hot Springs, Ark. 


Oceanside, Calif. 


Long Beach, Calif. 
Houston, Texas 


Hartford, Conn. 
Columbus, Ga. 
Chieago, UL 
Chicago, Il. 
Boston, Mass. 
Brooklyn, N. Y. 
Mount Kisreo, = Y. 
Chailotte, N. 


ADDITIONAL RESIDENCIES APPROVED 


Allergy 
Johns Hopkins Hospital................cceeeeee 
Milwaukee County Hospital 





Anesthesiology 


Veterans Admin. Hospital. . 
New England Center Hospital................- 


Contagious Diseases 
Camden Municipal Hospital... 


Dermatology and Syphilology 
Veterans Admin. Hospital................e0ee0 


Gastroenterology 
Letterman Army Hospital..... 
Veterans Admin. Hosp-:tal................-seee 
Temple University Hospital........ asaceeues 


General Practice 
Methodist Hospital of Southern California... 
0 gd er er 
Benedictine Hospital.......... sevasteseuaete 
Bradford Hospital............ 
Madison Rural Hospital and Sar litarium ewes 





Internal Medicine 
Presbyterian Hospital-Olmsted Memorial. 
Community Hospital of San Mateo County... 
Wyckoff Heights Hospital............. sananees 


Malignant Diseases 
Presbyterian Hospital-Olmsted Memorial...... 


Neurological Surgery 
DB er ° 


Obstetrics and Gynecology 

BE, BITS TRGB... co cccccccccccccccccccccseces 
Ophthaimology 

U. 8. Marine Hospital....... discoccneesccedsesee 

Veterans Admin. Hospital..................0. 

Eye and Ear Hospital of Los Angeles 

SE Ce adacasdciccasescasecccece 

Syracuse Medical Center..............cceeeeeees 
Orthopedic Surgery 

Bea View Hoepital.....ccccccccsccsccsccecccoces 
Pathology 

Be BE ME Rescwecccttecccocccacecesces se 
Pediatrics 

Mary Immaculate Hospital........ ; 

Good Samaritan Hospital................. 
Physical Medicine and Rehabilitation 

Research and Educational Hospitals. 
Psychiatry 

University of Louisville Services 

Louisville General Hosp tal 
Norton Memorial Infirmary 

Northampton State Hospital..... 
Pulmonary Diseases 

Norwich State Hospital.................seeeeee 


Radiology 





Veterans Admin. Hospital en 
< Jackson Memorial Hospital... 
1950. Protestant Deaconess Hospital 
Cambridge City Hospital.................. 
en cis cutaitnsekece ws oes steces 
on idioms nee ve seeben eee tel 
Be cccnwecinsewécen scvcooseweetses 


St. Joseph’s Hospital 

St. Joseph's Hospital 
Thoracic Surgery 

Wee BG, BRORIEOEE. 2... ccccccccvecscscse 
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New Pedford, Mass, 


Jamaica, N. Y. 
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Miami, Fla. 
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New York City 
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Reading, Pa. 
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Medical Motion Pictures 


Laboratory Diagnosis of Tuberculosis. Parts I, If and IV: 16 mm., 
black and white, sound. Produced in 1949 by and procurable on loan 
from United States Public Health Service, Communicable Disease Center, 
605 Volunteer Building, Atlanta 3. 


MEDICAL 


The purpose of this series of motion pictures is to aid in 
teaching the preparation of the Lowenstein-Jensen-Holm egg- 
potato flour medium for diagnostic cultivation of tubercle bacilli. 
Recent publicity has focused attention on the importance of 
roentgenograms of the chest as a means of diagnosing pulmonary 
tuberculosis. It should be pointed out that this method, though 
helpful as a screening procedure, is not the final criterion of 
specific diagnosis of tuberculosis. The finding of tubercle bacilli 
is the only sure proof. 

These films give the complete story of all the steps: needed 
for specific bacteriologic identification of the tubercle bacillus. 


Part |: Preparation of a Culture Medium. Showing time 14 minutes. 


This film presents in great detail the preparation of the Lowen- 
stein-Jensen-Holm egg-potato flour medium which is generally 
accepted as one of the most satisfactory for this purpose, because 
it can be easily prepared even in a small laboratory, it inhibits 
growth of contaminating bacteria, it supports growth of all 
three strains of tubercle bacilli (human, bovine and avian) and 
it permits preliminary identification of each strain by colony 
appearance. 

Showing time 16 minutes. 


Part 11: Preparation of Sputum Specimens. 


This section gives the step by step technic of preparation of 
the sputum specimen for cultivation. Exact strain identification 
is extremely important for prognostic purposes. 


Part 111 is still in production. 


Part 1V: Typing of Tubercle Bacilli by Animal Inoculation. 


This film illustrates the technic of animal inoculation and - 


eventually of the autopsy and the interpretation of the obser- 
vations for the purpose of strain determination. It is commend- 
able that emphasis is placed on sources of error. A broken test 
tube is used as an illustration of possible danger, and the 
importance of sanitary precautions is clearly shown. The bac- 
teriologic technic is excellent and will impress the attentive 
observer. The technics are simple, easy to follow and require 
no elaborate instruments. 

Only a color film can bring out certain features that will 
of necessity be missed in a black and white film. For example, 
the fine details of the postmortem observations in the animals 
are not very clear in part IV. With this one exception this 
series of pictures is a good illustration that black and white 
films can still be used to great advantage. This series is well 
organized for teaching and is highly recommended for teaching 
of bacteriologists, medical students, public health laboratory 
technicians and students of medical technology. Clinical pathol- 
ogists and teachers of bacteriologic technic will find this pro- 
duction most useful and interesting. The photography and 
narration are excellent. 


intra Oral and Pharyngeal Structure and Their Movements. 16 mm., 
color, sound, showing time 18 minutes. Produced in 1950 by ihe 
Veterans Administration, Department of Medicine and Surgery. Pro- 
curable on loan from Chief, Medical Illustration Division, Research and 
Education Service, Veterans Administration, Washington, D. C. 

This film shows the physiological activity of the tongue, soft 
palate and epiglottis in a patient who suffered the loss of a 
portion of the face as a result of a cancer arising in the maxillary 
sinuses. The heroic cooperation of the subject and the ingenuity 
of those who fitted him with an artificial, transparent palate as 
well as other unusual devices enable the film to show the activi- 
ties of these structures during the acts of mastication, swallow- 
ing, speaking and smoking. 

Parts of the narration are not clear, particularly the reference 
to the supposed role of the frenum in limiting the rotation of the 
tongue and the reference to a “network” of glands. It is to be 
hoped that the authors will have an opportunity to make further 


MOTION, PICTURES 
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photographs of this subject, who is making such a valuable con- 
tribution to medical science. 

The film will be most informative and inspiring to medical 
students, especially in the course devoted to physiology of masti- 
cation and deglutition. For teaching purposes, it would be 
desirable to abbreviate the long section devoted to mastication 
and swallowing. It will also be important to otorhinolaryngol- 
ogists and oral surgeons. Given a more systematic treatment 
of the subject of speech, the film could have been made more 
valuable to the specialist in the subject of speech rehabilitation. 
The teaching value of the film would have been enhanced by the 
addition of animated sequences of some of the action illustrated. 
The photography is excellent. 


Human Beginnings. 16 mm., sound, color, 760 feet, showing time 21 
minutes. Produced in 1950 by Eddie Albert Productions, Hollywood, 
Calif. Directed by Lester F. Beck, Department of Psychology, University 
of Oregon and photographed with children of the Walt Whitman School, 
New York City. Procurable on rental from Association Films, Inc., 35 
West 45ih Street, New York 19. For sale only to educational organiza- 
tions under license. 

The first half of the film portrays a class of 6 year old boys 
and girls discussing how they think a baby grows. The children 
illustrate their own ideas with simple clay models and drawings. 
Some of these reflect hostility and fear. After about 10 minutes 
of running time, there is a subtitled pause in the picture that 
would’ permit discussion of the classroom scenes already viewed 
by an audience of children or adults. In the second part of the 
film, one child tells about his baby sister and the story moves 
into this child’s home. The mother and father exp!ain about the 
new baby and how it will be born. Later the mother and new 
baby are shown at the hospital, with details of how the baby is 
cared for and how it nurses at the mother’s breast. After the 
mother and baby come home, the social adjustment of the child 
to the baby is illustrated. The second half of the film is well 
done, effectively illustrating the well intentioned parents’ efforts 
to properly brief the child about the birth of the baby, to bring 
about acceptance of the new arrival and later to develop a feeling 
of security for the older child through participation in the activi- 
ties related to its care. 

This film was reviewed by a group of health educators and a 
psychiatrist. Their reaction to the picture was tota!ly different. 
Therefore, it was decided to publish both points of view. 

The psychiatrist commented as follows: A generation ago, 
criticisms of this film would almost certainly have been raised 
on the grounds that, although it is expressly intended for show- 
ing to groups of all ages, the questions it explores should not be 
raised with “tender” or “impressionable” children. Today, fortu- 
nately, such strictures would trouble only those parents or teach- 
ers who have remained blind to the disturbing misconceptions 
and trepidations children develop when they are not. properly 
instructed and prepared for this important event in their lives. 
The film has minor technical defects of voice recording in its 
early sequences, whereas its second section cannot, of course, 
explore all ramifications of the important parent-child inter- 
actions with which it deals. Nevertheless, the film is perhaps 
the best audiovisual medium to date for introducing the subject 
of children’s attitudes toward childbirth for supervised classroom 
discussion, Parent-Teachers Association meetings or psycholog- 
ical study groups. ° 

The health educators stated: Unfortunately there is serious 
question about the merit of the first part of the film. From a 
technical standpoint, the discussion of the children in its early 
phases is difficult to understand. While the material presented 
does demonstrate the innermost feelings of the children con- 
cerned, it not only points up misconceptions about birth but 
portrays feelings on the part of some of the children which 
border on the traumatic. Seeing the distorted attitudes in the 
first half of the film could be an unhealthy educational experi- 
ence for children whose attitudes are wholesome and undeveloped. 
From this standpoint, it is not recommended as a film for young 
children. On the other hand, it is an excellent film for parents, 
child study and teacher education groups. The photography is 
excellent, however the direct recording in the classroom is poor. 
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The Association library lends periodicals to members of the Association and to individual subscribers 
in Continental United States and Canada for a period of five days. Three journals may be borrowed at a 


time. Periodicals are available from 1939 to date. 


Requests for issues of earlier date cannot be filled. 


Requests should be accompanied with stamps to cover postage (6 cents if one and 18 cents if three periodicals 
are requested). Periodicals published by the American Medica! Association are not available for lending but 
can be supplied on purchase order. Reprints as a rule are the property of authors and can be obtained for 


permanent possession only from them. 


Titles marked with an asterisk (*) are abstracted below. 


American Journal of Clinical Pathology, Baltimore 
20:801-900 (Sept.) 1950 

Accurate Method for Glucose Determ-nation. J. L. Pope.—p. 801. 

Flame Photometer in Determination of Sodium and Potassium. E. 
Proehl ard W. P. Nelson.—p. 806. 

The Te.tis, Breast and Prostate of Men Who Die of Cirrhosis of Liver. 
H. S. Bennet, A. H. Baggenstoss and H. R. Butt.—p. 814. 

Reaction to Acc:dentally Injected Rubber Plugs. T. B. Magath and 
J. T. McCleilan.—p. 829. 

Rapid Titrimetric Method for Determ‘nation of Blood-Sugar. .F. Rappa- 
port and E. Eichhorn.—p. 834. 

Sternal Route in Measuring Blood Vulume. C. Reich and L. Howard. 
—p. 837. 

Effect of Folic Acid Antagonist, 4-Amino-Pteroylaspartic Acid, in Treat- 
ment of Polycythemia Rubra Vera. E. C. Bell and P. L. Davis. 
—p. 839. 

*Pers.stent Truncus Arteriosus: Clinicopathologic Study. V. Moragues. 
—p. 842. 

20:901-1000 (Oct.) 1950 

The Van Den Bergh Reaction. N. W. Elton.—p. 901. 

Clinical and Patholegic Effects of Space-Occupying Lesions of Bone 
Marrow. A. V. Piscio:ta.—p. 915. 

Multiple Myeloma: Lesions of kxtra-Osseous Hematopoietic System. 
J. Churg and A. J. Gordcn.—p. 934. 

Consideration of Phenomenon of “Sludged Blood” in Disease. R. H. 
Rigdcn.—p. 946. 

Lesions Resembling Boeck’s Sarcoid in Lymph Nodcs Draining Area 
Containing Malignant Neoplasm. E. M. Nadel and L. V. Ackerman. 
—p. 952. 

Comparative Study of Vaginal Smears and Cervical Cell Scrapings in 
Inira-Epithelial Carcinomas. D. D. Kulcsar.—p. 958. 

Electrophoretic Studies in Gaucher's Disease. A. R. Goldfarb, D. H. 
Atlas and P. Gaberman.—p. 963. 

Persistent Truncus Arteriosus.—The truncus arteriosus, 
according to Moragues, is the most cephalic portion of the 
cardiac tube in the early embryologic development. The par- 
titioning of the truncus into aorta and pulmonary trunk begins 
in the aortic sac. This division progresses through the truncus 
toward the ventricle. If this process is not comp‘eted, a partial 
type of truncus arteriosus communis persistens resu'ts. If 
there is no separation of the truncus, a complete type of truncus 
arteriosus communis persistens results, in which the pulmonary 
arteries arise directly and independently from the common 
arterial truncus, above the heart. The criteria for anatomic 
Identification are that: (1) only one large arterial trunk be 
present at the base of the heart, (2) the arterial trunk must 
comb:ne the features and functions of both the aorta and the 
pulmonary artery, on the one hand giving off the coronary and 
systemic arteries and on the other supplying blood to the lungs, 
(3) there is always an interventricular septal defect and (4) 
the trunk is usually in the position of the rider aorta. The 
author presents four cases of persistent truncus arteriosus with 
postmortem studies. Three instances were of the partial and 
one was of the complete type. Of the 37 instances of this mal- 
formation so far reported, 30 were in patients under one year 
of age. Patients with persistent truncus arteriosus usually have 
a systolic murmur and a thrill at the base of the heart, because 
of the ventricular septal defect. The pulse pressure may be 
high, and the clinical picture may simulate that of a persistent 
ductus arteriosus. The degree of cyanosis varies from case to 
case and frequently shows intermittent accentuation; it is 
greater when the subject is lying down. In roentgenologic 
examination, the anteroposterior plate usually shows enlarge- 
ment of the cardiac outline, especially to the left. The pul- 


monary conus is absent, and the aortic knob may be prominent, 
Taussig claims that in persistent truncus arteriosus the cardiac 
outline in the left anterior oblique view is diagnostic, showing 
a sharp projection forward (shelf) of the upper border of the 
right ventricle. The author does not agree, since in two of his 
cases he did not find such a diagnostic silhouette. Besides, 
almost identical outlines have been seen in cases of tetralogy 
of Fallot. 


Amezican Journal of Hygiene, Baltimore 
§2:133-250 (Sept.) 1950. Partial Index 


Comparat:ve Oviposition Experiments with Caged Mosquitoes. J. de 
Zulueta.—p. 153. 

Stud.es on Destruction of Bacterial Virus. S. L. Chang, F. Condie and 
M. Graham.—p. 154. 

Ob.ervat.cns on Serological Epidemiology; Antibodies to the Lansing 
Stra.n of Poliomjel.t.s Virus in Sera from Alaskan Eskimos. J. R. 
Paul and J. R. R.ordan.—p. 202. 

Passive Transfer of Immun.ty to Lansirg Poliomyelitis Virus from 
Act.vely Immunized Mothers to Young Mice. R. Thompson and 
F. P. Meye.s.—p. 213. 

*A Disease Epidemic in Iceland Simuiat:ng Poliomyelitis. B. S:gurdsson, 
J. S.gurjonsson, J. H. Sigurdsson, J. Thorkelsson and K. R. Gud- 
mundsson.—p, 222. 

Studies on Type-Specific Immunization with Somatic Antigens of Coryne- 
bacter.um Diphtaer.ae. M. Frobisaer, Jr and E. I. Parsons.—p. 239, 
Epidemic in Iceland Simulating Poliomyelitis.—Sig- 

urdsson and his associates describe an epidemic that occurred 

in an Ice.and community with about 7,000 inhabitants during 
the late fall and winter of 1948-1949. The first cases were 
given diagnoses of poliomyelitis. The epidemic rcached its 
peak in the last week of November and lasted until the middle 
of February. The number of cases reported was 465, a case 
incidence of 6.7 per cent. Paresis was observed in 129 cases, 
but there were no deaths. The disease appeared to spread 
through persona! contact, and cases were particularly frequent 
in the schools. The case incidence was highest by far in the 
age group of 15 to 19 years, was also high among adults, but 
was reiatively low among children under 5 years of age. ‘Lhe 
disease was characterized by a low fever, which sometimes 
persisted for weeks, accompanied with a dull pain in one or 
more limbs, with or without such pain in the neck and back. 
Muscle tenderness, often confined to small areas, was also a 
prominent symptom. Paresis of one or more muscle groups, 
irregularly distributed, developed in about 28 per cent of the 
cases. The aches often persisted long after the disappearance 
of all ob,ective symptoms. Sensibility disturbances were not 
infrequent, and complaints of nervous instability and irritability 
persisted for months in some cases. Symptoms of arthritis 
followed the infection in several instances. Four samples of 
feces were tested for poliomyelitis virus with negative results. 
Similarly, tests for the Coxsackie type of virus on baby mice 
were negative. Complement fixation tests of convalescent 
serums with antigens specific for several virus encephalitides 
also gave negative results. The fact that poliomyelitis virus 
or Coxsackie virus were not isolated in these cases does not 
exclude the possibility that one or both may have been present 
in the epidemic. It is possible that a strain of poliomyelitis 
virus with unusual pathogenic properties and of low virulence 
was responsible for this epidemic or that some unknown neuro- 


tropic virus was present. 
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American Journal of Medicine, New York 
9:277-424 (Sept.) 1950 


*Effect of Schedule of Administration on Therapeutic Efficacy of 
Penicillin. Importance of Aggregate Time Penicillin Remains at 
Effectively Bactericidal Levels. H. Eagle, R. Fleischman and A. D. 
Musselman.—p. 280. 

*Treatment of Rickettsialpox with Aureomycin. 
Jr. and C. D. Gibson.—p. 300. 

Further Experience in Treatment of Rocky Mountain Spotted Fever 
with Chloramphenicol. R. T. Parker, R. E. Bauer, L. M. Lister, 
T. E. Woodward and H. E. Hall.—p. 308. 

*Plasmacytosis and Hyperglobulinemia as Manifestations of Hyper- 
sensitivity. Postmortem Study of Two Cases with Hypersensitivity 
Probably due to Sulfadiazine. T. Rebertson.—p. 315. 

Relation of Bone Marrow Plasmacytosis to the Changes in Serum 
Gamma Globulin in Rheumatic Fever. R. A. Good and B. Campbell. 
—p. 330. 


Dosage Schedules of Penicillin.—Eagle and co-workers 
studied the factors governing the efficacy of penicillin given in 
different dosage schedu'es in a variety of experimental infec- 
tions. Mice and rabbits were inoculated with Diplococcus 
pneumoniae types 1 and 3, group A and group B betahemolytic 
streptococci and Treponema pallidum. Results showed that 
the curative dosage of aqueous penicillin varies widely, as much 
as a thousandfold, according to the schedule of its administra- 
tion. In a given infection, these widely disparate curative 
doses provide effective concentrations of penicillin for essen- 
tially the same aggregate period of time, modified on'y by the 


H. M. Rose, Y. Kneeland 


varying effects of the penicillin-free interval between injections.. 


The common denominator of “penicillin time” is suggested as 
the primary determinant of its therapeutic activity. The rate 
at which bacteria die under the impact of penicillin in vivo 
is independent of its absolute concentration, provided only that 
the latter is in excess of the level which in vitro kills the par- 
ticular organism at the maximal rate. Large doses of penicillin 
are more effective than smaller doses, primarily because of 
the longer time during which they provide that effective con- 
centration. A penicillin-free interval between injections modifies 
the therapeutic activity of the drug in two respects. 
variable period of time after the penicillin has fallen to ineffec- 
tive levels, the body may continue to dispose of bacteria dam- 
aged but not yet killed by the drug in some cases. The body 
thus contributes to the therapeutic action of the drug by reduc- 
ing the time for which penicillin itself need act on the bacteria. 
Eventually, the organisms may recover from the toxic effects 
of the preceding injection and resume multiplication. An unduly 
long penicillin-free interval between injections therefore necessi- 
tates larger doses of penicillin and the provision of effective 
concentration for a longer aggregate time. 

Aureomycin in Rickettsialpox.—Rose and co-workers 
treated five young adult patients and three children with proved 
rickettsialpox with aureomycin hydrochloride administered by 
mouth in doses of from 2 to 4 Gm. daily, with a total dose of 
from 2.25 to 16 Gm. No toxic side reactions were observed, 
other than occasional nausea, vomiting and diarrhea, which in 
one patient was sufficiently severe to require discontinuance of 
treatment. The temperature was restored to normal within 18 
to 24 hours, with complete disappearance of headache and malaise 
in all patients. The acute febrile stage of rickettsialpox not 
treated with aureomycin usually lasts about one week, the fever 
and associated symptoms abating gradually over the final two 
or three days of the illness. Results of aureomycin therapy sug- 
gest that treatment with this antibiotic should be considered 
whenever the clinical diagnosis of rickettsialpox seems reasonably 
certain. No specific antibody response was detected by the com- 
plement fixation test in three of the eight patients during con- 
valescence. It seems probable that aureomycin suppressed 
rickettsial multiplication so promptly and completely that the 
resulting antigenic stimulus was insufficient for detectable anti- 
body production. Since the specific diagnosis of rickettsial dis- 
ease is usually made in retrospect by serologic test with acute 
and convalescent phase serums, the use of aureomycin, which 
interferes with the immune response, may seriously affect the 
diagnosis by serologic methods and may even render it impossible. 

Plasmacytosis and Hyperglobulinemia Due to Sulfadia- 
zine.—Robertson reports two patients, one young woman with 
acute peritonitis following self-induced abortion and a boy aged 
14 with bronchopneumonia, who were treated with sulfadiazine. 
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Clinical and postmortem observations suggested probable hyper- 
sensitivity to sulfadiazine in both cases. The boy survived for 
more than five months after the onset of the symptoms, while the 
female patient survived for only 19 days. The lesions in both 
cases consisted of a widespread plasmacytosis, hepatitis and inter- 
stitial nephritis. The patient who survived longer had pro- 
nounced hyperglobulinemia during life, while serum globulins 
were increasing in the other patient at the time of death. The 
boy died of liver failure and the woman of kidney failure. In 
neither case was the diagnosis of hypersensitivity fully appre- 
ciated during life. The blood sulfonamide level of the woman 
on the day before death was 17.4 mg. per 100 cc., so that ample 
antigen was present even at this time to stimulate plasmacytosis 
and hyperglobulinemia as well as nephritis and hepatitis. The 
chief reason for consideration of plasmacytosis and hyperglob- 
ulinemia as a reaction to sulfadiazine in the boy rested on the 
large experimental evidence in animals that plasmacytosis and 
hyperglobulinemia are responses to a great variety of antigenic 
stimuli. Differentiation between plasma cell myeloma and mas- 
sive plasmacytosis is difficult. A diagnosis of plasmacytosis 
should be considered when essentially normal cells of the plas- 
macytic series are observed in moderate numbers along with nor- 
mal marrow elements in a patient exhibiting anemia and 
hyperglobulinemia. The author’s two cases are the first in which 
sulfonamide ccmpounds have been indicted as probably respon- 
sible for extensive plasmacytosis and hyperglobulinemia in addi- 
tion to the lesions commonly seen in sulfonamide hypersensitivity. 


American Journal of Public Health, New York 
40:917-1066 (Aug.) 1950. Partial Index 


Ducks and Shellfish Sanitation. M. H. Bidwell and C. B. Kelly Jr. 
—p. 923. 

Observations on Transmission of Salmonellosis 
—p. 929. 

*Hazards in Use of Radioactive Static Eliminators and Their Control. 
J. E. Silson.—p. 943. 

Relationship Between Nutrition and Pregnancy as Observed in Recent 
Surveys in Newfoundland. G. A. Goldsmith.—p. 953. 


in Man. E. Neter. 


Problems and Methods in Nutrition Services for Pregnant Women. B. A. 
Burke and S. B. Kirkwood.—p. 960. 
Integration of Public Health and Hospital Services in Denver. J. P. 


Dixon.—p. 973. 

Hazards in Radioactive Static Eliminators.—Silson 
points out that static electricity is generated in almost any opera- 
tion where paper, plastic, rubber or some other dielectric is 
passed at high speed between rollers or other friction-creating 
surface. Static electricity not only interferes with production 
but may cause fire or explosions. Many physical means have 
betn used in attempts to deal with the static charge. Probably 
the commonest is passage of the charged material over grounded 
metal tinsel or combs. Humidifiers, gas flames and high voltage 
electrodes have all been used, but each has disadvantages or 
hazards. The most recent of these methods is the use of radio- 
active alpha-emitting bars to ionize the air. Two types of bars 
have been advocated: one containing polonium, which is essen- 
tilly an alpha emitter, and the other containing radium which, 
in addition, gives off beta and gamma rays. The former, how- 
ever, has had a somewhat limited field of usefulness. Radium 
bars consist of a mounting holding a thin strip of gold foil, which 
contains a measured quantity of radium. This is covered with 
several thin layers of plating. Two types of foil have been 
evaluated in operation, containing respectively 25 and 50 micro- 
grams of radium per linear inch. The use of radium-containing 
bars requires control of the radiation hazards. Protection against 
gamma radiation involves the maintenance of a distance between 
the worker and the source, since shielding is generally imprac- 
tical because of the great thickness of lead required. Beta radi- 
ation, on the other hand, requires a much greater distance but 
is much more rapidly controlled by shielding. Much of this 
shielding can be accomplished by the use of a properly designed 
housing for the source, without appreciable interference with 
the alpha radiation necessary for the ionization Of the atmos- 
phere. No additional precautions are necessary for protection 
against the alpha rays, except the use of gloves for momentary 
handling of the bars, as in cleaning them. There is no hazard 
from radon gas in a normally ventilated workroom and no appre- 
ciable adsorption of this gas in the dust and lint which collects 
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on the bars. Care must be used in locating bars to provide 
proper distance and shielding for all phases of operation. Film 
badge monitoring and medical supervision of the workers are 
advisable as a final check on the adequacy of the control 
measures. 


Am. J. Syphilis, Gonorrhea and Ven. Dis., St. Louis 
34:401-500 (Sept.) 1950 


Is Venereal Disease No Longer a Problem? E. G. Clark.—p. 401. 

Studies on Relationship of Treponemal Antibody to Probable Biologic 
False Positive Serologic Tests for Syphilis. C. F. Mohr, J. E. 
Moore, R. A. Nelson and J. H. Hill.—p. 405. 

Evaluation of Treatment of Early Syphilis with Arsphenamine and 
Heavy Metal. R. C. Thompson and D. C. Smith.—p. 410. 

Treatment of Primary and Secondary Syphilis with Four New 
Schedules: Preliminary Report on 500 Cases. L. J. Alexander, A. G. 
Schoch and W. B. Mantooth.—p. 420. 

Synergistic Action of Penicillin in Combination with Arsenic and 
Bismuth in Early Syphilis: Report of 198 Patients Treated with 2.4 
Million Units of Sodium Penicillin Combined with Arsenic and 
Bismuth. F. Plotke, J. Rodriquez and G. X. Schwemlein.—p. 425. 

"Treatment of Early Syphilis with Penicillin and Bismuth Subsalicylate: 
Daily Injection of 500,000 Units of Penicillin G in Sodium Chloride 
Solution for 20 Consecutive Days and 10 to 20 Doses of Bismuth 
Subsalicylate at Rate of Two a Week: Second Report. V. Pardo- 

Castello and O. A. Pardo.—p. 431. 

"Treatment of Syphilis with Aureomycin: Preliminary Report. S. 

Olansky, R. B. Hogan, S. R. Taggart and others.—p. 436. 

*Oral Treatment of Neurosyphilis with Aureomycin. R. R. Kierland and 
P, A. O’Leary.—p. 443. 

Phenomena of Disease in Rabbits Fed Cholesterol and Inoculated with 
Treponema Pallidum: II. Infectivity of Blood. C. N. Frazier, A. 
Bensel and C. S. Keuper.—p. 453. 

Value of Synthetic (Dimyristoyl) L-a-Lecithin as Antigen Component 
with Cardiolipin in Serodiagnosis of Syphilis: Preliminary Report. 
B. S. Kline.—p. 460. 

Are Ninth-Day Erythema and Hemorrhagic Encephalitis in Patients 
Treated with Arsenicals Parts of One and the Same Syndrome? 
F. E, Reymann.—p. 468. 

Pilot Study of the Navy’s Educational Program on Venereal Disease. 
C. L. Vaughn and A. D. Freiberg.—p. 476. 

Use of Benadryl in Prevention of Reactions to BAL. H. L. Holley. 
—p. 490. 

Penicillin and Bismuth Subsalicylate for Syphilis.—In 
the treatment of primary and secondary syphilis, Pardo-Castello 
and Pardo used a schedule of 20 doses of crystalline penicillin G. 
The drug was administered intramuscularly to 91 patients at the 
rate of 500,000 units daily dissolved in 3 cc. of isotonic sodium 
chloride solution. Twice a week, 10 to 20°doses of 0.13 Gm. of 
bismuth subsalicylate were given intramuscularly. All patients 
were clinically cured at the end of 60 days to two years. Of the 
91 patients, 79 are still seronegatives; 11 are still seropositive 
with falling titer, and one patient returned with a serologic 
relapse and was retreated. The low rate of failure in this group 
suggests that penicillin in aqueous solution equals or surpasses 
penicillin in effectiveness in the several absorptive-delaying men- 
struums now in use. The authors believe that constant hemo- 
concentrations of penicillin are not necessary for the effective 
treatment of syphilis and that absorption-delaying menstruums 
are not essential. Larger amounts of penicillin administered dur- 
ing a longer time will prove more effective than the smaller 
quantities in a short time, as now advised in most schedules. 
The addition of bismuth subsalicylate to any schedule, of treat- 
ment increases its therapeutic value. 

Aureomycin Treatment of Syphilis.—According to Olan- 
sky and his collaborators, a study of the use of aureomycin in 
the treatment of syphilis was instituted in January 1949, at the 
Rapid Treatment Center, Callinger Municipal Hospital, Wash- 
ington, D. C. This preliminary report is concerned with 108 
patients. The four dosage schedules that were tried consisted 
first of 30 mg., 60 mg., 120 mg. or 240 mg. per kilogram of body 
weight per day. Since the disappearance time of organisms from 
the lesions was almost as short with the lower dosages as with 
the higher (23 to 30 hours) and since toxic reactions might be 
expected to be less severe and less frequent with lower doses, 
schedules of 30 and 60 mg. per kilogram daily were established 
for the remainder of the patients. The daily dose was divided 
into six portions and was administered at four-hour intervals. 
Aureomycin was found therapeutically active in syphilis. Better 
results were obtained with 60 mg. per kilogram per day for 
eight days than with the same or smaller doses for shorter periods 
of time. The two most important observations were that trepo- 
nemas disappear from surface lesions at a slower rate and that 
the Jarisch-Herxheimer reaction is milder and less frequent after 
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aureomycin than after penicillin administration. Aureomycin 
may therefore be most valuable in patients with late syphilis in 
whom a severe Jarisch-Herxheimer reaction should be avoided. 
It may also be valuable in the treatment of syphilis of the central 
nervous system or in cardiovascular syphilis. Allergic reactions 
to aureomycin were rare, therefore it should prove valuable in 
patients allergic to penicillin. Avitaminosis may occur either 
during or after the use of aureomycin. This fact and the high 
incidence of gastrointestinal symptoms (nausea, vomiting and 
diarrhea) that occur with aureomycin in the dosage necessary in 
syphilis constitute the disadvantages. 


Aureomycin in Neurosyphilis——Kierland and O’Leary 
treated 15 patients with neurosyphilis with orally administered 
aureomycin. Two patients did not tolerate the antibiotic because 
of severe gastrointestinal reactions, and one was transferred to 
a state institution after receiving only 8 Gm. of the drug. The 
remaining 12 patients were terated with aureomycin in doses of 
from 50 to 90 Gm. Three of the patients had asymptomatic 
neurosyphilis, two had meningovascular syphilis, one had tabes 
dorsalis, one had taboparesis and five had paresis. Aureomycin 
produces satisfactory clinical results. The majority of patients 
gained weight; there was an increased sense of well-being, and 
many minor subjective complaints disappeared. All but one 
patient with symptomatic neurosyphilis were clinically improved. 
The disease in the three patients with asymptomatic neurosyphilis 
showed no signs of progression, The spinal fluid of patients 
treated with aureomycin showed essentially the same response 
as that of patients treated with penicillin. The cerebrospinal 
fluid in 11 of the 12 patients showed steady and rapid diminution 
in the cell count and values for protein. The patient observed 
for the longest period achieved a completely normal cerebro- 
spinal fluid. The early results suggest that aureomycin will pro- 
duce the accumulative and long-standing beneficial results 
achieved by penicillin alone or penicillin plus fever therapy. 
The dosage of aureomycin used has varied considerably, but 
approximately 60 Gm., given in doses of 2 to 4 Gm. daily, seems 
sufficient for a single or first course of therapy. Reactions 
involving the gastrointestinal system appeared in approximately 
50 per cent of the cases. A reduction of the daily doses often 
permitted continuation of medication. Aureomycin is indicated 
for patients with neurosyphilis who have a resistance or hyper- 
sensitivity to penicillin. 
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*Oral and Pharyngeal Complications of Chloramphenicol (Chloromycetin) 
Therapy. B. Williams.—p. 897. 

Nose and Throat Practice and Viral Infection of Upper Respiratory 
Tract. A. P. Seltzer.—p. 901. 

Venous Pressure Dete:minations in Clinical Practice. Effect of Tetra- 
ethyl Ammonium in Coxgestive Failure. C. R. Shuman.—p. 904. 
Role of Esophagus in Local and Systemic Disease. E. Boros.—p. 912. 
Cancer Diagnosis in Small Community Hosp.tal: II. Aspiration Biopsy. 

B. M. Chapman and I. Pilot.—p. 916. 

Clinical Significance of Chronic Gastritis. J. W. Findley.—p. 920. 

Treatment of Various Infections with Single Doses of 300,000 Units of 
Procaine Pen:‘cillin in O:1 Plus Aluminum Monostearate. H. L. Hirsh 
and W. Kurland.—p. 923. 

Psychotherapy in General Practice: Acute Anxiety States and Their 
Treatment. W. C. Hulse and L. Lowinger.—p. 926. 

Psychologic Approach to the Problem of Obesity. A. D. Jonas.—p. 933. 

Psychotherapy in Psychosomatic Medicine. L. J. Saul and H. K. Fisher, 
—p. 938. 

Chronic Primary Friedlander Pneumonia: Renvort of Case with Prompt 
Clinical and Roentgen Cure Following Streptomycin Therapy. J. L. 
Switzer, J. Cohen and L. A. Baker.—p. 941. 

Mucoserous Dyssecretosis (Sjégren’s Syndrome). Non-Ocular Features. 
S. C. Smith and D. C. Smith.—p. 944. 

Review of Headache Problem. A. F. Friedman.—p. 948. 

Renal Complications of Cardiac Disease. Three Case Histories. P. Gaber- 
man, D. H. Atlas, L. Ehrlich, J. Isaacs and E. M. Kammerling. 
—p. 953. 

Inverted T Wave in Precordial Leads. R. L. Griffith—p. 956. 

Combined Anti-Amebic and Antibacterial Treatment of Intestinal Ame- 
biasis. H. Seneca and E. Henderson.—p. 960. 

Two New Drugs in Treatment of Amebiasis. W. H. Shlaes, F. Steig- 
mann, D. Feldman and C. Goldenberg.—p. 966. 


Oral and Pharyngeal Complications of Chlorampheni- 
col Therapy.—Williams directs attention to the oral and 
pharyngeal complications that arise during the treatment of 
infections with chlotamphenicol. Of 200 patients receiving 
chloramphenicol, glossitis and black tongue, stomatitis, pharyn- 
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gitis and infection of the mouth and throat developed in 12 (6 
per cent) while they were being treated with the drug. The 
symptoms in six of these patients were so severe that therapy 
had to be discontinued. The patients in whom the oral and 
pharyngeal complications developed either were of the older age 
group or had chronic disease. Five of the 12 had long-standing 
gastrointestinal disease. The oral or pharyngeal reactions were 
most severe in those patients who received other antibiotics in 
addition to chloramphenicol. Invasion by a yeastlike fungus, 
Monilia (Candida) albicans, occurred in nine patients after the 
bacterial flora had been suppressed by chloramphenicol. 
istration of supplementary vitamins failed to prevent the devel- 
opment of oral and pharyngeal reactions in three patients with 
ulcerative colitis. Supplementary vitamins were not given to 
the remainder of the group with oral complications. 


Annals of Internal Medicine, Lancaster, Pa. 
33:533-709 (Sept.) 1950 

Present Day Undesirable Trends in Tra:ning of Physicians and Teachers 
of Internal Medicine. H. A. Christian.—p. 533. 

Bactericidal Action of Penicillin in Vivo: Participation of Host, and 
Slow Recovery of Surviving Organisms. H. Eagle, R. Fleischman and 
A. D. Musselman.—p. 544. ° 

Heart Disease: Its Medical Aspects. 
Antibiotics: Yesterday, Totiay, Tomorrow. 
Treatment of Intractable Peptic Ulcer. W. 

and I. L. Levin.—p. 590. 

Brain Abscess and Congenital Heart Disease. 

Some Problems of Potassium Metabolism. 
Taylor.—p. 607. 

*Effects of Dibenamine on Severe Hypertension. 
Waenke and G. B. Myers.—p. 613. 

Long-Term Study of Natural History of Essential Hypertension. K. A. 
Evilyn.—p. 629. 

*Clinically Significant Differences Between Precordial Electrocardiograms 
Derived from V and CF Leads. A. D. Kistin and W. D. Brill. 
—-p. 636. 

Relief of Peptic Ulcer Pain by Tetraethyl Ammonium Chloride. 
Bintner and T. J. Rank:n.—p. 649. 

Auricular Fiutter with Complete Heart Block. 
Messinger, W. Redisch and K. Zeltmacher.—-p. 659. 

Errors in Diagnosis and Managem-nt of Cancer. D. Laszlo, M. L. 
Colmer, G. B. Silver and S. Standard.—p. 670. 

Industrial Aspects of Cardiac Infarction. G. F. Strong.—p. 690. 
Effects of Dibenamine® on Hypertension.—Wunsch and 

his associates studied the effect of N,N-dibenzyl-8-chlorethyla- 

mine (dibenamine®) on 31 patients with severe hyperterision. 

The drug was administered by slow intravenous drip (45 to 60 

min.), in doses of 2 to 10 mg. per kilogram of body weight, to 

14 patients, including 10 in the malignant phase of hyperten- 

sion. Enteric-coated tablets of dibenamine® were given orally 

to 17 patients in doses of 0.25 to 0.5 gm., one to three times 
daily. Toxic reactions were experienced by all alert patients. 

Results of the study showed that given by the intravenous 

route, this drug is of value in the symptomatic relief of hyper- 

tensive encephalopathy, that it is merely an accessory measure 
to combat an acute episode of hypertensive encephalopathy in 
the hope that sufficient improvement may be obtained to permit 
sympathectomy and that because of its toxicity it should be 
reserved for patients failing to improve on standard medical 
measures. Dibenamine® given orally was not tolerated in 
therapeutically effective doses. All doses should be given by 
slow intravenous infusion over a period of at least one hour, to 
reduce the danger of severe toxicity. The initial dose should 
be limited to 2 to 3 mg. per kilogram and, if tolerated, sub- 
sequent doses should be increased to the therapeutic range of 

5 to 10 mg. per kilogram. Intravenously administered dibena- 

mine is contraindicated in the treatment of the ambulatory 

hypertensive patient, not only because of its toxicity but also 
because of the pronounced and prolonged orthostatic hypotension 
it causes. 

Precordial Electrocardiograms Derived from V and 
CF Leads.—Kistin and Brill report seven cases in which there 
were clinically significant differences between precordial electro- 
cardiograms recorded in succession, once with the Wilson dis- 
tant electrode (V leads) and once with the distant electrode 
on the left leg (CF leads), the precordial electrode remaining 
in place. Abnormalities occurred in the CF leads; the T 
waves were inverted in all cases, and in two cases, there were 
abnormal Q waves, whereas the corresponding V leads were 
normal. There was no definite evidence of heart disease in any 
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of the cases, although there were questionable symptoms or 
signs in some. It was concluded that the CF leads gave false 
indications of cardiac disease, while the normal V leads were 
more consistent with the cardiac status. The discrepancies 
were due to high potentials at the left leg compared to the 
potentials at the precordium and at the Wilson electrode. Such 
potentials may occur in the absence of neart disease and may 
be related to alterations in the position of the heart and its 
relation to adjacent structures. 


Annals of Surgery, Philadelphia 
132:321-576 (Sept.) 1950 


Training of Surgeons for Small Communities. T. G. Orr.—p. 321. 
Congestive Atelectasis—Compl:cation of Intravenous Infusion of Fluids. 
M. T. Jenkins, R. F. Jones, B. Wilson and C. A. Moyer.—p. 327. 
Effect of Analgesics and Ant:spasmodics on Common Duct Pressures. 

A. R. Curreri and J. W. Gale.—p. 348. 

*Further Studies on Factors Influencing Liver Injury and Liver Repair. 
I. S. Ravdin and H. M. Vars.—p. 362. 

*Postoperat:ve Salt Retention and Its Relation to Increased Adrenal 
Cort:cal Function. H. T. Johnson, J. W. Conn, V. Iob and F. A. 
Coller.—p. 374. 

Stud‘es of Combined Vascular and Neurologic Injuries: I. Effect of 
Somatic and Sympathetic Denervation upon Results of Arterial Liga- 
tion in Rat. H. B. Shumacker Jr. and G. E. Stokes.—p. 386. 

Comb:nation of Sympathectomy and Thiocyanates in Treatment of Experi- 


> ntal and Essettial, or High Diastolic, Hypertension. L. Davis, 
A. Tanturi and J. A. Tarkirgton.—p. 394. 
siedonuies of Facial Function by Nerve Anastomosis. K. G. McKenzie 


and E. Alexander Jr.—p. 41 

Venous Shunts in Bilateral Parasagittal Meningioma. 
H. Kaplan.—p. 416. 

Study of Viability of Autogenous Frozen Bone Grafts by Means of Radio- 
active Phosphorus. C. L. Kiehn, H. Friedell, J. Benson and others. 
—p. 427. 

Results of Treatment of Subacromial Bursitis in 340 Cases. G. A. Cald- 
well and B. M. Unkauf.—-p. 432. 

Ac-Globulin Levels in Thrombo-Embolism. J. H. Olwin and J. L. Fahey. 
—p. 443. 

Agnogeric Venous Mesenteric Thrombosis. 
Bougas.—p. 450. 
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Sudden and Complete Occlusion of Portal Vein in Macaca Mulatta 
Monkey. C. G. Child Il], R. F.°Milnes, G. R. Holswade and A. L. 
Gore.—-p. 475. 


Valvulotomy for Relief of Congenital Valvular Pulmonic Stenosis with 
Intact Ventricular Septum: Report of 19 Operations by the Brock 
Method. A. Blalock and R. F. Kieffer Jr.—p. 496. 

Rese.t:on of Auricular Appendages. J. M. Beal, W. 
and W. H. Leake.—p. 517. 

Gen:ral Hypotherm:a for Experimental Intracardiac Surgery: Use of 
Eiectrophrenic Respirat:ons, Artificial Pacemaker for Cardiac Standstill, 
and Radio-Frequency Rewarming in General Hypothermia. W. G 
B.gelow, J. C. Callaghan and J. A. Hopps.—p. 531. 

Should Total Gastrectomy be Employed in Early Carcinoma of the 
Stomach? Experience with 139 Total Gastrectomies. F. H. Lahey 
and S. F. Marshall.—p. 540, 

= itment of Inguinal. Hernia in Infants and Children. 

. J. Riker and J. E. Lewis.—p. 566. 

pret Injury and Repair.—Ravdin and Vars believe that 
the reduction in functional capacity of the liver, which at times 
occurs following anesthesia and operation, is due in large 
part to anoxia. Failure of an adequate oxygen supply is the 
chief cause of this anoxia during anesthesia. During an 
operation anoxia may result from any condition that impedes 
b!ood flow to the liver, even when the circulating blood is well 
oxygenated, or from a reduced blood flow, as in shock. In a 
patient with suspected acute or chronic liver injury, the pre- 
vention of hepatic anoxia during and after operation is of 
major importance to recovery. A diet adequate in total calories 
and in composition will partially protect the liver from a wide 
variety of noxious agents and will facilitate repair of the liver 
damaged by these agents. It will even facilitate repair in the 
presence of recurrent cholangiohepatitis. The importance of 
an adequate intake of protein and of an optimal number of 
calories in the preoperative period, therefore, takes on a new 
significance, for repair can be begun and functional capacity 
improved before the patient is subjected to the assault of 
anesthesia and operation. 

Postoperative Salt Retention and Adrenal Cortical 
Function.—Johnson and his collaborators direct attention to 
the temporary disturbances in the electrolyte and protein metab- 
ism that occur in the period immediately following a major 
surgical operation. They used the electrolyte concentrations of 
serially obtained samples of sweat as an index of changes in 
the activity of salt-active adrenal steroids. Sweat tests and 
eosinophil counts were made of 12 men and two women before 
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and after such operations as gastric resection, cholecystectomy, 
herniorrhaphy, splenectomy, closure of colostomy and varicose 
vein ligation. All subjects were in good nutritional state, and 
most received at least 5 Gm. of sodium chloride per day orally 
or parenterally during the postoperative period. The results of 
the sweat analyses are shown in diagrams. Activities of three 
main types of adrenocorticosteroids, namely, electroyle-regulat- 
ing 11-desoxycorticosterone-like steroids, 1l-oxysteroids and 
steroids having activities and end products characteristic of sex 
hormones are discussed. A major surgical procedure consti- 
tutes an “alarming stimulus” resulting in increased production 
of pituitary adrenocorticotropic hormone with a resultant 
increase of adrenal cortical activity during the first five to nine 
days after operation. Studies of the changes in the composition 
of thermal sweat before operation and periodically after opera- 
tion indicate that in the immediate postoperative period there 
is increased activity of those adrenal steroids that cause reten- 
tion of sodium, chloride and water. It is concluded that 
increased production by the adrenals of desoxycorticosterone- 
like steroids accounts, at least in part, for salt retention and 
the accompanying potassium diuresis after operation. 


Arch. Indust. Hygiene and Occupat. Med., Chicago 
2:245-364 (Sept.) 1950 


SYMPOSIUM ON PREPAYMENT HEALTH PLANS 
FOR INDUSTRIAL WORKERS 


Medical Care for Industrial Employees. T. A. McGoldrick.—p. 245. 
Blue Shield Prepayment Health Plans. J. F. McCormack.—p. 247. 
Blue Cross Plans. P. R. Hawley.—p. 251. 
Union Plans. L. Price.—p. 256. 
Medical, Health and Hosp.tal Program of U. M. W. A. Welfare and 
Retirement Fund. W. F. Draper.—p. 261. 
New Jo.nt Contributory Group Insurance Program for Weirton Steel 
Employees. H. B. Crow.—p. 264. 
Med.cal Department of American Cast Iron Pipe Company. D. O. 
Wright.—p. 267. 
Esse: tial Principles of Private Insurance Prepayment Health Plans for 
Industrial Workers. E. A. Grecn.—p. 270. 
Private Insurance Company Viewpomt Re Essent:al Principles of 
Current Medical Care Pians for Industrial Workers. E. L. M.tchell. 
~-p. 275. 
Some egeisites to Making LDco’s from Different Laboratories Compa- 
rable. B. N. Craver, W. E. Barrett and A. E. Earl.—p. 280. 
Anthracosil.cosis in B.tuminous Coal Miners: Clinical and Pathological 
Manifestations. H. A. Slesingcr.—p. 284. 
Pharmacologic Tools in Study of Mechanism of Uranium Poisoning. 
H. C. Hodge.—p. 300. 
Prevent:ve Aspects of Occupational Dermatoses. C. G. Lane and B. C. 
Gray.—p. 312. 
Environmental Cancer Hazards Caused by Industrial Air Pollution: 
Introductory Comment to Discussion. W. C. Hueper.—p. 325. 
Resp-ratory Tract Allergic Effects from Chemical Air Pollution. F. W. 
Witt.ch.—p. 329. 
Acute and Chronic Toxicity of Some Halogenated Derivatives of Methane 
ard Ethane. D. Lester and L. A. Greenbcrg.—p. 335. 
Toxic:ty of Tetrachloroditiuoroethanes. L. A. Greenberg and D. Lester. 


—p. 345. 

Toxicity of Sulfur Hexafluoride. D. Lester and L. A. Greenberg. 
—p. 348. 

Toxic:ty of Sulfur Pentafluoride. L. A. Greenberg and D. Lester. 
—p. 350. 


Arizona Medicine, Phoenix ~- 

‘ 7:1-80 (Sept.) 1950 
Modern Treatment of Myocardial Infarction. S. R. Elek.—p. 25. 
Prenatal Influences. R. V. Platou.—p. 32. 
Diagnosis and Treatment of Pulmonary Mycoses. D. T. Smith.—p. 36. 
Hypometabolism, Hypothyroidism, and Use of Thyroid Hormone. A. C. 

Van Ravenswaay.—p. 39. 
Diagnosis and Treatment of Cancer of Cervix. L. Lindberg.—p. 41. 


Bulletin of Johns Hopkins Hospital, Baltimore 
87:255-348 (Oct.) 1950 


Studies of Respiratory Air Flow: II. Observations on Patients with 
Pulmonary Disease. D. F. Proctor, J. B. Hardy and R. McLean. 
—p. 255. 

Unique Case of Obstruction of Inferior Vena Cava. I. L. Bennett Jr. 
—p. 290. 

Clinical Classification of Vestibular Disorders: with Differentiation of 
Three Syndromes and Discussion of Common Form of Vertigo 
Induced by Sudden Movement of Head. F. R. Ford.—p. 299. 

Differentiation Between Extrahepatic and Intrahepatic Obstruction of 
Portal Circulation: Clinical Study of “Banti Syndrome.” O. D. 
Ratnoff, C. L. Conley and M. Berthrong.—p. 305. 

Effect of Certain Cinchoninic Acid Derivatives on Renal Tubular 
Secretion of Phenol Red. E. H. Dearborn.—p. 328. 
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Circulation, New York 
2:321-480 (Sept.) 1950 

Electrical Conductivity of Living Tissues as it Pertains to Electrocar-. 
diography: I. Review of Problem ef Homogeneity vs. Nonhomogene‘ty, 
Outline of Technical Aspects of Tissue Resistivity Measurements, and 
Critical and Experimental Analysis of Certain Pertinent Experiments, 
J. M. Benjamin Jr., H. Schwan, C. F. Kay and J. H. Hafkenschiel, 
—p. 321. 

Localized Interlobar Effusion in Congestive Heart Failure: Vanishing 
Tumor of Lung. W. I. Gefter, K. R. Boucot and E. W. Marshall, 
—p. 336. 

*Effect of Khellin on Coronary Artery Insufficiency as Evaluated by 
Electrocardiographic Tests. M. M. Best and W. S. Coe.—p. 344. 
*Some Characteristics of Certain Reflexes Which Modify Circulation in 

Man. L,. H. Peterson.—p. 351. 

*Isolation of Hypertensin from Circulating Blood of Dogs by Dialysis 
in Artificial Kidney. J. R. Kahn, L. T. Skeggs and N. P. Shumway. 
—p. 363. 

Relationship Between Prothrombin Time and Bleeding in Clinical Use 
of Dicumarol After Operation. C. A. M. Hogben and E. V. Allen. 
—p. 369. 

Effect of Dependent Position upon Blood Flow in Limbs. R. W. Wilkins, 
. M. H. Halperin and J. Litter.—p. 373. 

Choiesterol, Cholesterol Esters and Phospholipids in Health and in Coro- 
nary Artery Disease: II. Morphology and Serum Lipids in Man, 
M. M. Gertler, S. M. Garn and H. B. Sprague.—p. 380. 

Cc ronary Dynamics in Spontaneous and Nephrogenic Hypertensive Dogs 
During Depréssor Response to Acute Inflammat:on. J. Stamler, A. P. 
Fishman, L. N. Katz and S. Rodbard.—p. 392. 

Effect of Exercise on Plasma Volume of Patients with Heart Failure. 
R. P. Gilbert and J. K. Lewis.—p. 402. 

Antidiuretic Action of Urine of Patients in Cardiac Failure. B. A. 
Bercu, S. N. Rokaw and E. Massie.—p. 409. 

Arter oles of Kidney and Pancreas in Cases of Cardiac Hypertrophy of 
Undetermined Causation. H. A. Ferris Jr.—p. 414. 

Intrabronchial Electrocardiography: Preliminary Report. P. H. Langner 
Jr. and J. P. Atkins.—p. 419. 

Paroxysmal Ventr.cular Tachycardia with Second Degree V-A Block and 
Rec:procal Rhythm. S. Grau and J. L. Gouaux.—p. 422. 

Transtixion of Heart by Embedded Ice Pick Blade with Eight Months’ 
Survival. H. J. Lowen, S. A. Fink and M. Helpern.—p. 426, 

Coronary Embolism: Review of Literature and Report of Unique Case. 
V. Moragues, M. B. Bawell and E. L. Shrader.—p, 434. 

Atypical Secondary or Symptomatic Thrombocytopenic Purpura Develop- 
ing with Use of Qu‘n:dine Sulfate. D. C. Collins.—p. 438. 

Primary Systemic Amylo:dosis Mimicking Chronic Constrict:ve Pericardial 
Disease. W. T. Couter and R. E. Reichert Jr.—p. 441. 

Effect of Visammin on Coronary Artery Insufficiency. 
—According to Best and Coe, visammin (khellin) is a crystal- 
line substance isolated from the seeds of the plant Ammi vis- 
naga, which grows abundantly in the eastern Mediterranean 
region and which has been used for centuries in the treatment 
of conditions characterized by spasm of smooth musculature. 
The authors report on nine patients with a history of angina 
pectoris on exertion, for coronary insufficiency as shown by 
e‘ectrocardiogram, but with no evidence of congestive heart 
failure, hyperthyroidism or anemia and no recent myocardial 
infarction. The effectiveness of visammin in the treatment of 
these patients was evaluated electrocardiographically by means 
of the exercise tolerance test, the anoxemia and the ergonovine 
test. Coronary insufficiency was shown in resu‘ts of 14 elec- 
trocardiographic tests of nine patients. Results of 10 of these 
tests reverted to normal with visammin therapy. This bene- 
ficial effect was not noted with placebo therapy. Eight of the 
nine patients noticed an increase in exercise to'erance and a 
decrease in number and severity of anginal attacks. Nausea 
and vomiting of moderate severity occurred in three patients 
during the visammin therapy. Visammin appears to be of value 
in the treatment of angina pectoris. 


Reflexes Modifying Circulation.—Peterson says that 
during the last several years records have been obtained of 
intra-arterial pressures in nearly 1,000 persons by direct intra- 
arterial catheterization and electrocardiography. The records 
were obtained during anesthesia, operation, clinical disease and 
physiological and pharmacologic experiments. The records 
demonstrate the occurrence in man of cardiovascular reflex 
responses that are not generally recognized and are not explain- 
abe by existing concepts of reflex effect. The stimulation or 
alteration of certain reflex areas produces an apparent primary 
weakening of ventricular contraction (in some cases concurrent 
with the induction of bradycardia and in others independent of 
changes in the pacemaker system of the heart) in addition to 
alterations in stroke volume, cardiac filling and arterial pres- 
sure. These changes follow modifications of the reflex systems 
that are said to mediate their activity on the heart through 
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the vagus nerves. In addition, the effects are not consistent 
with the presently accepted response of the sympathetic nervous 
system. These reflexes modify the manifestation of Starling’s 
law. Spinal anesthesia to a sensory level of the twelfth thoracic 
segment had abolished the classic response of the pulse rate 
following changes in stroke volume, cardiac filling and arterial 
pressure. From this evidence it was concluded either that 
there are certain fibers from the vagus nerves that enter the 
ventricles directly and produce an effect of weakened strength 
of contraction o1 that sympathetic inhibition occurs far more 
rapidly and quantitatively in man than has been previously 
supposed. 

Isolation of Hypertensin from Blood of Dogs in 
Artificial Kidney.—With the aid of the artificial kidney, Kahn 
and his associates dialyzed out of the circulating blood of 
animals a vasopressure substance. This substance was recov- 
ered from normotensive and hypotensive dogs and from animals 
with malignant hypertension. The method for concentration 
of this substance in the dialysate is described. The substance 
conforms to all the tests for the identification of hypertensin. 
Intravenous injections of 0.25 to 0.50 cc. of it produce an 
immediate steep rise in b!ood pressure, the maximum rise occur- 
ring in one minute or less and the return to normal in three 
minutes or less. The pressor effect of intravenous injections 
of the dialysate was unaffected by previous injections of cocaine, 
atropine or piperoxan (benzodioxan 933 F) but was potenti- 
ated by a previous injection of tetraethylammonium chloride. 
The pressor material was found to be water and alcohol 
soluble and ether insoluble and slowly dialyzab'e. In the 
dialysates in which there was a sufficient amount of the pressor 
material, this substance was found to be destroyed by trypsin, 
hyptertensinase and by boiling at pa 12 but not at pa 1. 


Connecticut State Medical Journal, Hartford 
14:807-894 (Sept.) 1950 


General Practice in Litchfield County. C. Barker.—p. 818. 

Subtotal Gastrectomy for Peptic Ulcer and Artral Gastritis. B. V. 
White and W. M. Edmonstone.—p. 822. 

Hypofunct‘on of Adrenal Glands in Newborn Infants. H. Lipton.—p. 826. 

Appendectomy with Kecove:y in H:mophiliac: Case Report. B. B. 
Lardry and J. Shouk-mas.—p. 824. 

Unilateral Infiltrat-ve Cellular Ependymoblastoma: Case Report, J. A. 
Beauchem.n.—p. 830. 

Doctors, Patients anJ Litigants. W. Maxwell.—p. 834. 


14:895-978 (Oct.) 1950 


American Medicine Looks Ahead. E. L. Henderson.—p. 899. 

Rheumatic Heart Disease in Aged (Analys.s of 101 Cases). N. M. 
Mann, J. Rosenthal and I. Feigin.—p. 902. 

Rece t Advances in Cardiac Surgery. C. H. Huvelle.—p. 907. 

Indications for Bronchoscopy. M. L. Jennes.—p. 915. 

Development of Occupational Health Comm.ttees in County Associations. 
A. B. Landry.—p. 920. 


Diseases of Chest, Chicago 
18:185-276 (Sept.) 1950 
Early Detection of Bronchogenic Carcinoma. R. R. Shaw.—p. 185. 
Sarcoidosis. R. W. Oblath and S. M. Farber.—p. 198. 
Treatment of Tuberculous Meningitis with Streptemycin. S. Cohen and 
R. H. Gans.—p. 215. 
Artificial Pneumoperitoneum in Treatment of Pulmonary Emphysema: 
Preliminary Report. R. H. Furman and J. J. Callaway.—p. 232. 
Pulmonary Resection and Streptomycin in Treatment of Pulmonary 
Tuberculosis. F. A. Hughes, S. Phillips, N. H. Kraeft and others. 
—p. 244. 
Midale Lobe Disease. J. R. Bryant and J. S. Harter.—p. 250. 


Georgia Medical Association Journal, Atlanta 
39:359-398 (Sept.) 1950 


Gastroscope as Diagnostic Aid in Gastric Disorders. J. S. Atwater. 
—p. 359. 

Chronic Pancreatic Disease. C. W. Hock.—p. 361. 

Adenocarcinoma of Colon and Rectum. D. F. Mullins Jr.—p. 364. 

Choice of Operation in Gastric and Duodenal Ulcer. C. H. Richardson 
Jr.—p. 366. 

Analysis of 15 Cases of Intussusception. J. W. Turner and A. B. 
Turner.—p. 369. 

Diaphragmatic Hiatus Hernia. S. B. Carter.—p. 374. 

Presenta.ion of the President’s Gold Key to Lnoch Callaway. D. H. 
Poer.—p. 377. 

President’s Address. W. C. Payne.—p. 379. 
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Illinois Medical Journal, Chicago 
98:217-268 (Oct.) 1950 


Prevention of Respiratory Infections in Children, Including Sulfonamide 
Prophylaxis. J. K. Mack.—p. 224. 

Experiences with Neoplastic Diseases of Thyroid Gland. E. P. Coleman 
and D. A. Bennett.—p. 231. 

Practical Aspects in Diagnosis of Virus Infections by Current Laboratory 
Technics. R. A. Morrissey.—p. 238. 

Role of the Radiologist in Diagnosis of Bronchogenic Carcinoma. 
C. Gianturco.—p. 243. 

Caustic Strictures of Esophagus. P. H. Holinger and K. C. Johnston. 
—p. 246. 

Clin.cal Implications of Growth. J. B. Richmond.—p. 251. 


Journal of Clinical Investigation, Cincinnati 
29:1113-1260 (Sept.) 1950 


Intravascular Catheterization Stud.es of Bronchial Asthma: I. Histamine 
Levels in Arterial and Mixed Venous Blood of Asthmatic Pat-ents 
Before and During Induced Attacks. B. Rose, I. Rusted and J. A. 
Fownes.-—p. 1113. 

Oxyg:n Tens'on of Tissues by Polarographic Method: I. Introduction: 
Oxygen Tension and Blood Flow of Skin of Human Extrem.t.es. 
H. Montgomery and O. Horwitz.—p. 1120. 

Urinary Excret:on and Biologic Decay Periods of Radiomercury Labeling 
a Mercurial Diuretic in Normal ard Diseased Man. G. Burch, T. Ray, 
S. Thrceefoot and others.---p. 1131. 

Correlat:ve Observations on Cercbral Metabolism and Cardiac Output in 
Myxedema. P. Sche:nberg, E. A. Stead Jr., E. S. Brannon and J. V. 
Warren.—p. 1139. 

Inhib‘tion of Streptolysin S by Serum of Patients with Rheumatic Fever 
and Acute Streptococcal Pharyngitis. G. H. Stollerman and A. W. 
Bernhe mer—-p. 1147. 

Compe2rative Study of Antihyaluronidase, Antistreptolysin “O,” Anti- 
streptokinase, and Streptococcal Agglut:nation Titers in Patients with 
Rheumatic Fever, Acute Hemolytic Streptococcal Infections, Rheuma- 
to'd Arthiit:s and Non-Rheumatoid Forms of Arthritis. R. W. Quinn 
and S. J. Liao.—p. 1156. 

Fate of Intravenously Administered Calcium, Effect on Urinary Caicium 
and Phosphorus, Fecal Calcium and Calcium-Phosphorus Balance. 
C. H. Baylor, H. E. Van Alstine, E. H. Keutmann and S. H. 
Bassett.—p. 1167. 

Pulmonary Retent:on of Aerosols: Quantitative Method of Measurement 
Using Sodium. Para-Am:no Hippurate. W. Franklin, C. Denton and 
F. C. Lowell.—p. 1177. 

Stud‘es on In-tiation of Blood Coagulation: II. Anticoagulant Inhibiting 
Activet‘on of a Plasma Thromboplastic Factor. C. L. Conley, O. D. 
Ratnoff, C. E. Ellicott and R. C. Hartmann.—p.1182. 

*Dietary Treatment of Hype.tension, Clinical and Metzbolic Studies of 
Patients on Rice-Fruit Liet. V. P. Dole, L. K. Dahl, G. Cotzias and 
others.—p. 1189. 

TLivsulphate Clearance in Pregnancy. C. Lambiotte, J. Blanchard and 
S. Graff.—p. 1207. 

Electrophoretic Studies of Human Serum at pu 4.5. J. W. Mehl and 
F. Golden.—p. 1214. 

Design of Two-D:mensional Ballistocardiograph. J. R. Braunstein, C. E. 
Oclker and R. C. Gowdy.--p. 1219. 

*Stud:es in Renal Circulation During Periods of Life Stress and Accom- 

_ Panying Emotional Reactions in Subjects With and Without Essential 
Hype.tension: Observat.ons on Role of Neural Activity in Regulat.on 
of Renal Blood Flow. J. B. Pfeiffer Jr. and H. G. Wolff.—p. 1227. 

Multiple Myeloma: III. Effect of Urethane Therapy on Plasma Cell 
Growth, Abnormal Serum Protein Components and Bence Jones Pro- 
teinuria. R. W. Rundles, M. L. Dillon and E. S. Dillon.—p. 1243. 


Dietary Treatment of Hypertension.—Dole and his asso- 
ciates report on six patients with hypertension treated by the 
rice-fruit diet of Kempner. The patients remained in continu- 
ous residence in a metabolic ward while observations were made 
on the evolution of clinical and metabolic changes. Five patients 
showed improvement as evidenced by a significant reduction in 
mean b‘ood pressure, decrease in heart size, improvement in 
fundi and return to normal of low or inverted electrocardio- 
graphic T waves. Restriction of sodium, but not of chloride, 
appeared to be necessary to obtain the clinical effect. An inves- 
tigation was made of the sufficiency of the diet for maintenance, 
as shown by the atta:nment of steady weight, balance with 
respect to nitrogen, sodium, potassium and chloride and normal 
serum electrolyte concentrations. The five patients with normal 
renal function appeared to reach the equilibrium on this diet or 
to approach it closely. The sixth, who had impaired kidneys, 
ach:eved the first two of the criteria but probably became slowly 
depleted of body sodium, despite apparent balance, since her 
serum concentrations were reduced. With the added burden 
of ammonium chloride administration, she developed severe 
dehydration and acidosis. Adaptation proceeded slowly in all. 
Three months were required for attainment of steady weight 
by the smallest person. and a little more than five months were 
required by the largest. Since the clinical benefit of the diet 
did not appear to be associated with depletion but, on the 
contrary, with successful adaptation, it was suggested that the 
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therapeutic effect is a consequence of the steady adaptive 
response to limitation of sodium intake. Whether the high 
incidence of clinical improvement was due to the selection of 
relatively young persons with uncomplicated hypertension or 
whether it was due to the detailed supervision of dietary intake 
or even whether the sheltered environment of a metabolic ward 
may have contributed to the favorable effect was not investi- 
gated. These considerations, although pertinent to the general 
problem of dietary treatment, are not directly relevant to the 
association between clinical and metabolic change. 

Life Stress and Renal Circulation.—Pfeiffer and his asso- 
ciates studied renal hemodynamics and blood pressure variations 
in 35 patients. Elevation in both systolic and diastolic b'ood 
pressures was induced by discussion of important personal topics 
having a threaten’ng significance in 13 patients with normal 
blood pressure and in 22 with hypertension. During the emo- 
tionally induced rises in blood pressure, there was a constant 
fall in effective renal blood flow and a rise in filtration frac- 
tion, indicating an increase in the resistance offered by the renal 
arterioles. The changes in renal b!ood flow, filtration fraction 
and vascular resistance were similar in direction in both the 
hypertensive and normotensive groups, but there was an indi- 
cation that the decrease in the renal blood flow and filtration 
fraction was more significant in the hypertensive group. The 
increase in renal vascular resistance was unequivocally greater 
in the hypertensive group. Following lumbodorsal sympa- 
thectomy and splanchnicectomy, induced elevations in systemic 
arterial pressure were accompanied with a reversal of the above 
pattern, i. e., a fall in filtration fraction and a less intense renal 
vascular constriction. This is interpreted as a failure, in whole 
or part, of the efferent glomerular arteriole to participate, 
although the afferent arteriole is still responsive. The concept 
is advanced that the kidney, under usual conditions, has two 
more or less independent vascular mechanisms: (a) a sym- 
pathetic control of the efferent glomerule arteriole and (b) an 
intrinsic or intrarenal humoral control of the afferent glomerular 
arteriole, possibly involving the juxtaglomerular myoarterial 
apparatus. 


Journal of Lab. and Clinical Medicine, St. Louis 
36: 167-334 (Aug.) 1950 


Role of Immature Plasma Cells, Lymphoblasts and Lymphocytes in 
Formzt'on of Antibodies, as Established in Tissue Culture Experiments. 
F. J. Keuning and L. B. van der Si-kke.—p. 167. 

Bacteriologic Studies of Newer Ant.b.otics: Effect of Combined Drugs 
on Microorgarisms. S. Spicer.—-p. 183. 

Metabolism and Excretion of Alkaline Phosphatase: Relation to Liver 
Function and Determination of Max:mal Secretory Rates of Liver. 
H. H. LeVeen, L. J. Talbot, M. Restuccia ani J. R. Barberio.—p. 192. 

Acute Dissem nated Lupus Erythcmatosus: Report of Case Treated with 
Adrenocorticotropic Hormone (ACTH), with Clinical and Metabolic 
Observations and Autopsy Findings. R. L. Whipple Jr. and J. K. 
Davidson III.—p. 206. 

Distr:bution of Thiopental in Central Nervous System. T. F. Hubbard 
and L. R. Goldbaum.—p. 218. 

Diuretic Action of Coumarin-Mercurial Compound. 5S. Shapiro and 
M. Weiner.—p. 224. 

P Factor and Its Variants in Caucasians, Negroes and Chinese. E. B. 
Miller, H. D. Tannor and Ching-Feng Hsu.—p. 230. 

Coagulation Defect of Vitamin K Defic:ency Compared with* That Caused 
by Dicumarol. F. D. Mann, J. D. Mann and J. L. Bollman.—p. 234. 

‘Megaloblastic Anemia of Pregnancy: Response to Pteroylglutamic Acid 
After Failure of Response to Liver Extract and Vitamin Bib. 
V. Ginsberg, J. Watson and H. Lichtman.—p. 2338. 

Allergic Reactions from Ingestion or Intravenous Injection of Cane Sugar 
(Sucrose). T. G. Randolph and J. P. Rollins.—p. 242. 

Protection Against Diabetes with Nicotinamide. A. Lazarow, J. Liambies 
and A. J. Tausch.—p. 249. 

Plasma Levels of Nine Free Amino Acids in Old Men and Women. 
L. Hofstatter, P. G. Ackermann and W. B. Kountz.—p. 259. 

Trypsin Inhib.tor of Urine in Health and Disease. G. H. L. Dillard. 
—p. 266. 

Artificial Kidney: III. Elimination of Vasodepressor Effects Due to 
Cellophane. L. T. Skeggs Jr., J. R. Leonards, C. Heisler and J. R. 
Kahn.—p. 272. 

Benemid and Carinamide: Comparison of Effect of Para-Aminosalicylic 
Acid (PAS) Plasma Concententions. W. P. Boger, F. W. Pitts and 
M. E. Gallagher.—p. 276. 

Heterophile Agglutination Variability of Erythrocytes from Different 
Sheep. C. J. D. Zarafonetis and H. L. Oster.—p. 283. 

Observations on Role of Pulmonary Congestion in Production of Edema 
of Lungs. R. Paine, H. R. Butcher, J. R. Smith and F. A. Howard. 
—p. 288. 

Urinary Formaldehydogenic Corticoids: Normal Values and Observations 
in Hypertension. A. C. Corcoran, I. H. Page and H. P. Dustan. 
—p. 297. 
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Journal National Malaria Society, Columbia, S. C. 
9:195-284 (Sept.) 1950. Partial Index 


Malaria Mortality and Morbidity in the United States for the Years 
1946, 1947 and 1948. E. C. Faust, J. A. Scott and J. E. Taylor, 
—p. 195. 

Physiological Studies in Human Malarial Host. II. Blood, Plasma, 
“Extracellular” Fluid Volumes and Ionic Balance During Con- 
valescence From Therapeutic P. Vivax and P. Falciparum Infections, 
R. R. Overman, T. S. Hill and Y. T. Wong.—p. 205. 

Comparative Susceptibility of Anopheles Quadrimaculatus and Anopheles 
Freeborni to Infection by Plasmodium Vivax (St. Elizabeth Strain). 
R. W. Burgess and M. D. Young.—p. 218. 

Studies in Human Malaria. XXVII. Observations on the Use of 
Pentaquine in Prevention and Treatment of Chesson Strain Vivax 
Malaria. G. R. Coatney, W. C. Cooper, D. E. Eyles and others. 

? 

Effects of Various Modifications of a Mass Staining Procedure on 
Transfer of Malarial Parasites Petween Blood Films. 
Donaldson and M. M. Brooke.—p. 239. 

Method of Infecting Aedes Aegypti With Plasmodium Gallinaceum 
From Chick Embryos. A. Akins.—p. 248. 

Morphological Alieraticn in Plasmodium Gallinaceum, A, Wilcox, T, H. 
Tomlinson Jr. and M. B, Ballard.—p. 249. 


Journal of Thoracic Surgery, St. Louis 
20:335-504 (Sept.) 1950 

Multiple Cancers: Primary in Lung and Other Sites. W. G. Cahan, 
F. S. Butler, W. L. Watson and J. L. Pool.—p. 335. 

Surgical Management of Carciroma of Lung: Study of Cases Treated at 
the Massachusetts Gereral Hosp'tal from 1930 to 1950. E. D. 
Churchill, R. H. Sweet, L. Soutter and J. G. Scannell.—p. 349, 

Study of Pulmonary Hemodynamics During Pulmonary Resection. H. J. 
Mendelsohn, H. A. Zimmerman and A. Adelman.—p. 366. 

Conservat:ve Managemext of Empyema Following Total Pneumonectomy, 
E. M. Kent.—p. 374. 

Utl.zation of Streptok:nase-Streptodornase in Patient with Hemopnew 
mothorax and Patient with Postneumonectomy Sanguineous Coagulum. 
C. T. Read and F. B. Berry.—p. 384. 

Use of Streptok:nase-Streptodornase in Treatment of Hemothorax. 
S. Sherry, W. S. Tillett and C. T. Read.—p. 393. 

*Pulmonary Paraffinoma (Lipoid Pneumonia): Critical Study. R. Berg 

Jr. and T. H. Burford.—p. 418. 

*Surgical Treatment in Pulmonary Coccidioidomycosis: Preliminary Report 
of 30 Cases. B. H. Cotton and J. W. Birsner.—p. 429. 

Pectus Excavatum: Case Report wth Pre- and Postoperative Angiocardi- 
ograph.c Stud.es. R. A. Dorner, P. G. Keil and D. J. Schissel.—p. 444, 

Surgical Treatment of Corros.ve Stenoses of Thoracic’ Part of Esophagus 
by Single-Stage Pallative Anastomosis: Intracervical Retrovascular 
Anastomosis Without Resection of Esophagus. V. Rapant and J. Hro- 
mada.—p. 454. 

Artificial Int'ma for Perfusion Apparatuses. V. O. Bjérk. —p. 474. 

Coexist-ng Bronchiogenic Carcinoma and Coccidio:domycosis: Report of 
Case. R. M. Hood.--p. 478 

Respiratory and Circulatory Studies After Pneumonectomy in Childhood. 
R. M. Pcters, A. Roos, H. Black and others.—p. 484. 

Pericard.al Celomic Cysts and Pericardial Diverticula: Concept of 
Etiology and Report of Cases. W. I. Lillie, J. R. McDonald and 
QO. T. Clagett.-—p. 494. 

Pulmonary Paraffinoma (Lipid Pneumonia).—Berg and 
Burford discuss pulmonary paraffinoma or advanced lipid pneu- 
monia. In the infantile type of lipid pneumonia, alveoli contain 
oil-filled macrophages and free oil globules. The lesion is 
usually more extensive than the adult type and is unaccom- 
panied with the late changes of fibrosis and granuloma forma- 
tion. The adult type of lesion occurs in persons who are 
habitual users of mineral oil orally, intranasally or intra- 
tracheally. Neurogenic and mechanical interference to swal- 
lowing may be a factor but is by no means always present. 
Mineral oil is the causative agent. There may be no pulmonary 
symptoms or there may be chronic cough with or without 
sputum, hemoptysis, low-grade fever, frequent lower respiratory 
infections and dyspnea on exertion. The minimal symptoms 
presented by the patient are in striking contrast to the gross 
roentgenologic findings. The authors cite histories of six 
patients with pulmonary paraffinoma. Clinically, radiographi- 
cally, at operation and even in frozen section the lesion is often 
confused with carcinoma. Roentgenologic examination usually 
reevals circumscribed tumor-like shadows without hilar adeno- 
pathy and with peribronchial infiltration, especially in the lower 
lobes. At operation the lesion may so mimic carcinoma as to 
result in needless pneumonectomy when lobectomy would have 
sufficed. The pathological picture of the early type of lipid 
pneumonia in adults resembles the gray hepatization stage of 
lobar pneumonia. The paraffinoma consists of one or a group 
of nodular masses of varying size lying in close proximity to 
major bronchial trunks. The mass is firm, and the cut surface is 
mottled yellow to grayish-yellow. Small cavities filled with 
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oil are seen, and the entire cut surface is oily. When this his- 
tologic picture is found and when mineral oil is demonstrated 
by positive staining with Sudan red and by absence of staining 
with osmic acid, the lesion can be diagnosed as a paraffinoma. 

Surgical Treatment in Pulmonary Coccidioidomycosis. 
—Cotton and Birsner present observations on 30 patients with 
pulmonary coccidioidomycosis whom they subjected to surgical 
treatment. The diagnosis was confirmed in all instances by 
one or more of the following laboratory signs and methods: 
spherules in sputum, complement-fixation test, culture, guinea 
pig inoculation and/or pathological specimen. Twenty-seven 
of the patients were operated on for cavities and the others for 
empyema. The following types of operations were done: pneu- 
monectomy in five, lobectomy in 11, segmental lobectomy in 
eight, wedge resection with decortication in five and decortica- 
tion plus thoracoplasty in one. Surgical treatment may prevent 
death and is effective in arresting the disease process. It does 
not cause dissemination of the disease to the skeletal or nervous 
system but may prevent dissemination. It is indicated in pul- 
monary coccidioidomycosis when cavities are of giant size, when 
the lesions are secondarily infected or blocked or when they 
have ruptured and caused spontaneous pneumothorax or 
empyema. Other indications for surgical treatment are non- 
expansile lung, hemoptysis, “coccidioma” and failure of medi- 
cal treatment. Such measures as bed rest, crushing of phrenic 
nerve, pneumothorax and pneumoperitoneum gave unsatisfac- 
tory results. Postsurgical examination of the specimens revealed 
two causes for the failure of collapse therapy: (1) the cavity, 
although appearing thin-walled roentgenographically, actually 
had a dense fibrinous wall; and (2) dense adhesions were pres- 
ent from the cavity wall to the thoracic cage. Lung compli- 
cations resulting from pulmonary coccidioidomycosis should be 
evaluated surgically from the standpoint of pathological lesions, 
without regard to the fungus origin of the disease. Pulmonary 
cavities due to tuberculosis and coccidioidomycosis do not con- 
stitute a contraindication to surgical management. 


Kansas Medical Society Journal, Topeka 
51:417-456 (Sept.) 1950 
Angiomata of Liver, Spleen and Mesentery: Case Report. D. M. Gibson 


and W. M. Wyatt.—p. 417. 
Bilateral Popl:teal Embolus: Case Report. L. J. Hanis.—p. 419. 


Emergency Gastrectomy form Massive Hemorrhage From Duodenal 
Ulcer: Case Report. E. S. Brinton and H. W. Palmer.—p. 424. 


Kentucky Medical Journal, Bowling Green 
48:399-452 (Sept.) 1950 
Some Endocrine Factors in Obstetrics and Gynecology. W. E. Oldham. 


—p.-423, 
Asphyxia Neonatorum. J. L. Keyes.—p. 430. 


48:453-498 (Oct.) 1950 
Myelofibrosis: Report of Three Cases. E. H. Sanneman Jr., S. K. 
McIlvanie and M. F. Beard.—p. 453. 
*Histoplasmosis of Infants with Report of Seven Cases. E. Kotcher and 
S. Leikin.—p. 459. 
Cancer of Cervix. G. S. McClellan.—p. 466, 
Pheochromocytoma. A, S. Warren.—p. 472. 
Essential Hypertension. L. H. Winans.—p. 474, 
Carcinoma of Biliary System and Pancreas. R. L. Sanders.—p. 483. 
Histoplasmosis in Infants.—According to Kotcher and 
Leikin, histoplasmin sensitivity surveys indicate that Kentucky 
is in a highly endemic area. They report on seven infants, all 
of whom were less than 8 months old. The duration of symp- 
toms previous to admission was from two to seven weeks, with 
an average of 4.3 weeks. The symptoms were fever, irrita- 
bility, abnormal distention because of hepatosplenomegaly, 
diarrhea, yellow urine and lethargy. Six of the infants showed 
signs of upper respiratory infection. All had hepatosplenomegaly. 
Only one had lymphadenopathy. Six sets of skin tests were 
done on the parents. Five sets showed both parents to be 
positive reactors. In the other set the father was positive. 
Histoplasmin skin tests were done also on four of the patients. 
The results were negative in one and equivocal in another. Of the 
other two, one gave a positive reaction on initial examination 
and the reaction of the other became positive one month after 
being negative. Histoplasma capsulatum was recovered from 
the bone marrow in six patients, either on smear or culture 
or both. The blood revealed the organisms in five patients. 


CURRENT MEDICAL LITERATURE 1515 


The organisms were seen on microscopic examination of the 
splenic pulp of the patient who had a splenectomy. Roentgen 
examination of the chest revealed that three patients had infil- 
tration in the lungs, mainly in the hilar regions. All patients 
were given supportive treatment, including blood transfusions, 
vitamins and parenteral fluids. All patients received penicillin. 
A sulfonamide was given to four and aureomycin to two infants. 
No remedial effect could be ascribed to penicillin or sulfona- 
mide. One of the patients who received aureomycin seemed 
to improve temporarily. Five patients are known to have died. 
One patient, who was transferred to Vanderbilt Hospital for 
further treatment, was known to be living eight months after 
the onset of symptoms. The eighth patient was taken out of 
the hospital against the advice of physicians. Anemia, leuko- 
penia, fever and hepatosplenomegaly were the most frequent 
symptoms. A definite diagnosis can be made on the basis of 
direct demonstration of the fungus by microscopic examina- 
tion of stained bone marrow, peripheral blood and tissue impres- 
sions of material obtained by biopsy. These materials should 
also be cultured to recover the tuberculate chlamydospores 
characteristic of Histoplasma capsulatum. 


Laryngoscope, St. Louis 


60:849-952 (Sept.) 1950. Partial Index 
Progression of Impaired Hearing for High Tones During Childhood. 

S. R. Guild.—p. 885. 

Chemical Compcsition of Human Perilymph and Endolymph. J. G. 

Waltner and S. Raymond.—p, 912 
*Explanation of Certain Types of Tinnitus and Deafness (Lantern 

Demonstration). E. P. Fowler and E. P. Fowler Jr.—p. 919. 
Cytologic Diagnosis of Primary Bronchogenic Carcinoma. J. J. O’Keefe. 

—p?p. . 

Par oo in Treatment of Otitic and Ophthalmic Herpes Zosfer. 

E. W. Gans.—p. 939. 

Cause of Certain Types of Tinnitus——The Fowlers 
observed that people who have deafness associated with severe 
tinnitus are usually highly sensitive, tense or nervous. In their 
experience, sudden deafness and tinnitus occur frequently with 
severe liver disturbances, with duodenal ulcer and ulcerative 
colitis. They believe that psychic and neurovascular factors play 
a part in this combination of symptoms. Formation of “sludges,” 
which are agglutinated masses of erythrocytes, represent one 
factor. Sludges follow trauma, infectious or toxic diseases. Even 
a provocative remark may cause a concentration of the smaller 
vessels, which is often followed by sludging of the blood. The 
authors studied sludging and found that vessel contraction, 
sludging and the accompanying phenomena can affect not only 
the neural elements in the ear but also nonneural tissues. They 
did not demonstrate incontrovertibly that emotionally induced 
blood sludge produees tinnitus and deafness, but they feel that 
there is strong evidence that this may be the case in some 
patients, 

Medicine, Baltimore 


29:169-268 (Sept.) 1950 
Pulmonary Insufficiency: IV. Study of 16 Cases of Large Pulmonary 
Air Cysts or Bullae. E. deF. Baldwin, K. A. Harden, D. G. Greene 
and others.—p. 169, 
Anhidrosis: Etiologic Interpretation. W. B. Shelley, P. N. Horvath 
and D. M. Pillsbury.—p. 195. 
Anorexia Nervosa: Clinical Psychiatric Study. J. C. Nemiah.—p. 225. 


Military Surgeon, Washington, D. C. 
107:261-344 (Oct.) 1950 


The Navy Builds a Medical Center. L. W. Johnson.—p. 261. 

Osteochondritis of Spine. P. O. Wells.—p. 270. 

Topical Anesthesia of Intact Skin. J. J. Jacoby and H. M. Living- 
stone.—p. 282. 

Spinal Anesthesia Using 2-Inch 25-Gauge Needle Minimizing Head- 
aches: Report of 1,000 Cases. J. Kaufman.—p. 285. 

Histopathologic Study of Simple Gingivitis. E. A. Tracy.—p. 287. 

New Staining Technic for Vaginal Smears in Study of Exfoliative 
Cytology. I. Cohen and I. J. Yetwin.—p. 290. 


Missouri State Medical Assn. Journal, St. Louis 
47:637-716 (Sept.) 1950 


Surgical Lesions of Stomach. W. H. Cole.—p. 653. 

Value of Anesthesiologist to Various Fields of Medicine and Surgery. 
R. C, Adams and R. W. Ridley.—p. 658. 

Subacute Bacterial Endocarditis. T. H. Hunter.—p. 661. 

Causes of Sterility in Male. W. F. Melick.—p. 663. 
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New England Journal of Medicine, Boston 


243:431-470 (Sept. 21) 1950 
*Rupture of Interventricular Septum. M. J. Nareff, L. J. Sklar, F. T. 

Kelly and J. R. Reuling.—p. 431. 

As Others See You! C. M. Fuess.—p. 435. 

The Cast Syndrome: Review of Literature and Report of Case. M. H. 
Dorph.—p. 440. 

“Immune Responses and Reactions to Diphtheria and Tetanus Toxoids, 
with Pertussis Vaccine, Al Phosphate Precipitated. J. A. 
McComb and M. Z. Trafton.—p. 442. 

Surgery of Esophagus. J. W. Strieder.—p. 445. 

Rupture of Interventricular Septum.—Nareff and his 
associates describe fuur cases in which interventricular septal 
defects developed in the course of myocardial infarction. In 
three of these cases the septal rupture was recognized before 
death and was corroborated at necropsy. 
septum often results in a speedy death, although not as quickly 
as in’nonseptal rupture of the myocardium. Perforation of the 
interventricular septum is usually preceded by a dramatic 
deterioration in the condition of the patient, although the time 
of the rupture may not be noticed. There may be pain, and 
there is usually peripheral circulatory fai'ure and the rather 
abrupt appearance of, or increase in, the signs of failure of the 
right side of the heart. There is often associated nausea, 
vomiting and abdominal tenderness. Cyanosis, dyspnea and 
tachycardia may suggest pulmonary embolism. When the com- 
munication is small, there may be little effect on the cardio- 
vascular dynamics. The most striking clinical feature is the 
appearance of a typical murmur, which is often loud and harsh. 
It is systolic in time, is often accompanied by a thrill and is 
usually located to the left of the lower end of the sternum. The 
diagnosis of interventricular septal rupture following myo- 
cardial infarction can be made when this condition is suggested 
by the clinical or electrocardiographic findings, or both, or 
when the presence of the typical harsh systolic murmur over 
the lower precordium associated with shock and often with 
right-sided heart failure is noted. 

Clinical Study of Toxoids with Aluminum Phosphate.— 
McComb and Trafton point out that immunizations combining 
diphtheria and tetanus toxoids with pertussis vaccine formerly 
had alum or aluminum hydroxide as adjuvants. He reports 
on the use of a new product in which aluminum phosphate was 
used as an adjuvant to tetanus toxoid. The diphtheria and 
tetanus components were purified and concentrated by ammonium 
sulfate fractionation. The pertussis vaccine was prepared from 
phase 1 organisms grown on Cohen-Wheeler fluid medium and 
standardized at 20,000,000,000 organisms per cubic centimeter. 
This material was furnished to physicians, clinics and institu- 
tions who agreed to report the reactions. Efforts were made 
to obtain bloods one month after the last injection. The antigen 
was injected intramuscuiarly in three 0.5 cc. doses four weeks 
apart. ‘The reactions following these injections as well as 134 
“booster” doses were not severe either locaily or generally in 
this group of children. The immunity response to the tetanus 
component was more than adequate one month after the last 
dose in all the children tested. As there were no previous 
tetanus immunizations in these children, the tetanus immunity 
as shown by postinjection titers should be an accurate index 
of the immunizing ability of this antigen. Adequate immunity 
was found in all the bloods tested for diphtheria antitoxin and 
in 75 per cent of those tested for pertussis immunity as indicated 
by the agglutination tests. The limitations in interpretation of 
these two tests are pointed out. 


243:471-512 (Sept. 28) 1950 


Postoperative Potassium Deficit and Metabolic Alkalosis. 
O. H. Pearson and R. W. Rawson.—p. 471. 

*Myasthenia Gravis: Clinical and Pathological Study of Case Associated 
with Primary Mediastinal Thymoma and Solitary Secondary Intra- 
pulmonary Thymoma. H. A. Derow, M. J. Schlesinger and L. 
Persky.—p. 478. 

Newer Occupational Diseases. 





L. P. Eliel, 


J. B. Skinner.—p. 482. 


Abuse of Bed Rest in Treatment of Myocardial Infarction. Cc. W. Irvin 
Jr. and A. M. Burgess Jr.—p. 486. 
Current Problems in Physical Medicine and Rehabilitation. A. L. 


Watkins.—p. 489. 

Myasthenia Gravis and Thymoma.—According to Derow 
and his associates, thymoma occurring in about one sixth of 
patients with myasthenia gravis is usually encapsulated, grows 
slowly and is generally regarded as a benign neoplasm. Ten per 
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cent or less of these tumors extend by continuity into the 
adjacent pleura, lungs, pericardium or the superior vena cava, 
Separate, discrete, secondary deposits of thymomas, occasionally 
found at a distance on the pleura, have been interpreted as 
implants and not as true metastases. Metastases of this nature 
from thymomas in other organs have not been reported. None 
of the reported highly malignant, widely metastas‘zing tumors 
arising from the thymus have been associated with the symptoms 
of myasthenia gravis. The authors report a patient with typical 
symptoms of myasthenia gravis. During the first two and a 
half years of her five year illness, there was dysphagia and 
dysarthria related to fatigue, emotional upset or respiratory 
infection. Five years before her death a mediastinal mass was 
discovered on roentgen examination and was treated by radia- 
tion. The myasthenic symptoms were severer during the last 
two and a half years, and required oral administration of neo- 
stigmine (prostigmine®) bromide. Repeated roentgen examina- 
tion revealed a mediastinal shadow, interpreted as a tumor at the 
onset of the illness. There were temporary changes in its size 
after roentgen irradiation, extension to the apex of the left 
lung prior to exploratory operation and, shortly before death, 
the appearance of two new shadows suggestive of metastases in 
the right lung. Qperation and autopsy revealed that one of the 
shadows in the right lung was a pulmonary infarct. The irradi- 
ation did not prevent the spread of the mediastinal tumor and 
did not improve the myasthenic symptoms. A search of the 
literature failed to reveai a similar case. 


New Jersey Medical Society Journal, Trenton 
47:409-452 (Sept.) 1950 
Role of General Practit.oner in 1950 Medicine. A. H. Horland.—p. 412 
Tracheo-Esophageal Anomaly in Siblings. B. Copleman, B. V. Cannata 
and W. London.—p. 415. 
Typhoid Fever Treated w.th Chloromycetin: Case Report. J. F. Gleason 
and S. Goldstein.—p. 416. 
Immunology in Hematology. 


F. W. Konzelmann.—p. 419. 


Anorectal Dis.ase and Gastro-Intestinal Disturbances. J. Gerendasy, 
—p. 421. 

Congen:tal Absence of Gall Bladder. L. E. De Yoe and J. J. Castronuovo, 
—p. 422. 


Iodo-Acetate Index in Cancer. S. M. Gilbert, J. E. Tausz and M. Tausz. 


—p. 424. 
Mult.ple Myeloma: Report of Case. 
S. F. Cheung.—p. 426. 
Banthine in Control of Duodenal Ulcer. A. I. Friedman.—p. 428. 
Closed Brain Injuries. F. Frisch.—p. 431. 
Clinical Use of Ball.stocardiography. M. Greenberg.—p. 434. 
Simplified Cord Tie. A, H. Krakower and Nabolotny.—p. 440. 
We Must Figit On. Mrs. D. B. Allman.—p. 442. 


North Carolina Medical Journal, Winston-Salem 


11:473-544 (Sept.) 1950. Partial Index 
Washington Viewpo.nt on Health Legislation. F. E. Wilson.—p. 473. 
Physician-Hospital Rclations. E. Hess.—p. 478. 

Mid-Century Review of Public Health Activities in North Carolina. 

J. W. RK. Norton.—p. 483. 

Treatment of Discharges From the Vagina in Private Practice. G. G. 

Passmore.—p. 487. 

Incidence of Cervical Diseases Seen in Private Practice, and Results of 

Treatment. L. C. Ogburn.—p. 490. 

*Gen.tal Smears in Diag osis of Adenocarcinuma of the Uterus. 

Cuyler, L. A, Kaufmann and B. Carter.—p. 494. 

Some Recent Deveiopment in Drug Therapy. J. P. Hendrix.—p. 498. 
*Parathyro:d Gland Transplantation. W. H. Bland, A. L. Chesson and 

J. B. Crow.—p. 501. 

Genital Smears in Diagnosis of Adenocarcinoma.— 
According to Cuyler and his associates, smear preparations are 
far less accurate in the diagnosis of adenocarcinoma of the 
uterus than in the detection of squamous cell cervical cancer. 
Their technic of making and staining the smears was that of 
Papanicolaou and Traut, with slight modifications. An attempt 
was made to obtain smears on all new patients who came to 
the obstetric and gynecologic clinics and on all return patients 
over 30 years of age. Both vaginal and cervical smears were 
made. During the period 1947-1949, 33,655 genital smears from 
10,029 women were studied. According to pathological studies, 
434 of these patients had cancers involving the genital tract. 
In 384 patients the lesion was primary in the uterus. Squamous 
cell carcinoma of the cervix comprised 83.3 per cent of these 
lesions or 320 patients. Adenocarcinoma of the uterus was 
found in 16.4 per cent or 63 patients. Forty-six patients (11.9 
per cent) had adenocarcinoma of the endometrium, and 17 
patients (3.9 per cent) had adenocarcinoma of the endocervix 


C. Bluefield, R. H. Ringewald and 


W. K. 

















VotumsE 144 
NumBer 17 


or of the cervical stump. There was one adenoacanthoma of 
the uterus. The percentage of false negative diagnoses for 
adenocarcinoma of the uterus was 15.9, as compared to 8.4 for 
squamous cell cervical cancer. Histocytological similarities 
between hyperplastic endometrium and malignant endometrial 
lesions may account for errors in interpretation. Metaplasia 
may be responsible for the confusion of adenocarcinoma of the 
uterus with squamous cell carcinoma of the cervix. Faulty 
smears—those composed principally of blood and debris—account 
for a significant percentage of false negative diagnoses. It is 
suggested that more effort be made to establish criteria for the 
recognition of early adenocarcinomas and that the investigators 
in the field of smear cytology be not content to accept as insur- 
mountable the difficulties of this method of detecting adeno- 
carcinoma. 

Transplantation of Parathyroid Gland.—Bland and his 
associates report a woman aged 40 who had been subject to 
sporadic tetanic seizures since 1943. She had had a subtotal 
thyroidectomy in 1941, with relief of symptoms for 18 months. 
She was subjected in 1943 to further removal of the thyroid 
tissue for the relief of recurrent hyperthyroidism. © She occa- 
sionally had a drawing and numb feeling in her hands after the 
last operation. She was readmitted six weeks later with a com- 
plaint of carpopedal spasm and a feeling of drawing in her 
abdominal wall, feet and legs. Her b!ood calcium was 5.4 mg. 
per 100 cc. She was given ca!cium wafers and vitamin D. Dur- 
ing the next five years the patient had tetanic seizures at inter- 
vals varying from a few hours to six weeks. She was readmitted 
to the hosp.tal for regulatory treatment on four occasions. Her 
teeth had been crumbling and would not hold fillings. Trans- 
plantation of parathyroid tissue was advocated. Thyroid and 
parathyroids were removed from the body of a 29 year old man, 
who had died on arrival at the hospital. Eight bits of tissue 
thought to be parathyroid were excised and paced in sterile 
saline solution at a temperature of 99 F. The woman with 
hypoparathyroidism had meanwhile been prepared for operation. 
Eight small beds were formed in the body of the rectus muscle 
of the woman by blunt dissection, and one bit of parathyroid 
tissue was placed in each. The postoperative course was 
uneventful. The patient returned for follow-up examinations 
nine times during the subsequent four months. She occasionally 
felt nervous and jittery, and on one occasion felt a drawing 
sensation in her hands. There was no evidence of hypoca-cemia. 
She continued to take 1 grain (60 mg.) of thyroid extract twice 
a day. Her appetite was good, and when last seen she was 
working a full eight hour day without difficulty. The patient 
appears to have been cured. 


Public Health Reports, Washington, D. C. 
65:1202-1234 (Sept. 22) 1950 
Why Cancer “Control”? R. F. Kaiser.—p. 1203. 
Trends in Age D:str.bution of Diphthcria in the United States. C. C. 
Dauer.—p. 1209. 
*Tularemia in Man from a Domestic Rural Water Supply. W. L. 
Jellison, D. C. Epler, E. Kuhns and G. M. Kohls.—p. 1219. 


65: 1235-1274 (Sept. 29) 1950 


Specific Causes of Illness Found in Monthly Canvesses of Families: 
Sample of Eastern Health District of Balt:more, 1938-43. §. D. 
Coll.ns, F. R. Phillips and D. S. Oliver.—p. 1235. 


65:1275-1314 (Oct. 6) 1950 

Human Relationships in Tuberculosis. J. Hartz.—p. 1292. 

Tularemia from Rural Water Supply.—Jellison and his 
co-workers point out that contamination of natural waters in 
Montana with Pasteurella tularensis has been reported by a 
number -- investigators. Since 1942, repeated contamination 
of numercus streams, often persisting for months, has been 
demonstrated at the Rocky Mountain Laboratory. In most 
instances, the presence of the organism in water has been asso- 
ciated with the occurrence of tularemia in beavers and muskrats 
inhabiting the streams or ponds concerned. Many cases of 
tularemia have been contracted by persons who sk:nned or 
handled such diseased animals, but there has been little evidence 
of human infection resulting from direct contact with contami- 
nated water. The occurrence in Gallatin County, Mont., of 
four cases of tularemia associated with one domestic water 
supply is the subject of the present report. 
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Radiology, Syracuse, N. Y. 
55:321-476 (Sept.) 1950. Partial Index 

Roentgen Findings in Tumors of Skull. B. R. Young.—p. 321. 

Cer.bral Angiography. C. F. List.—p. 327. 

Cerebral Aerography. F. J. Hodges.—p. 330. 

*Roie of Radiat.on Therapy in Control of Malignant Neoplasms of Brain 
and Brain Stem. C. B. Peirce and J. Bouchard.—p. 337. 

*Biophys.cal Stud.es of Methods Ut.l.zing Fluorescein and Its Derivatives 
to Diagnose Brain Tumors. G. E. Moore, D. A. Kohl, J. F. Marvin 
and others.—-p. 344. 

Localization of Int:athoracic Lesions by Means of Postero-Anterior 
Roentgenogram: Silhouette Sign. B. Felson and H. Felson.—p. 303. 
Effects of Internal Irradiation of Mice with P*. Part I. Spleen, Lymph 
Nodes, Thymus, Bone and Bone Marrow. S. Warren, J. C. MacMillan 

anl F. J. Dixon.—p. 375. 

Upper Lebe Bronchial Abnormalities Simulating Significant Pulmonary 
Tuberculosis: with Seven Illustrative Cases. L. Schneider.—p. 390. 
Benign Gastric Ulcer of Greater Curvature. R. L. Friedman and B. S. 

Epstein.—p. 398. 
Accessory Sacroiuac Articulations with Arthritic Changes. L. A. Hadley. 


—p. 403. 
Preudo-Cyst:c Shadows of Right Pulmonary Base Due to Diaphragmatic 

Omental Herma. F. Garcia Capurro and M. Arias Bellini.—p. 410. 
Pirie’s Bore. C. Gottlieb and S. L. Beranbaum.—p. 423. 

Irradiation Therapy in Neoplasms of Brain.—Peirce and 
Bouchard treated with irradiation 243 patients with malignant 
tumors of the brain and stem. Glioblastoma multiforme, asiro- 
cytoma and the unclassifiable malignant gliomas comprised two 
thirds of the malignant neoplasms of the brain and brain stem. 
There were 13 instances of fibroblastoma and 32 of pituitary 
adenoma. Close cooperation between neurosurgeon and radi- 
ologist is imperative. Personal daily attention by the radiolo- 
gist, with treatment accord.ng to the clinical status of the 
patient, is mandatory. The initial daily doses should be rela- 
tively small (100 r) and should be given preferab'y through 
one port. If no untoward reaction ensues, the daily dose and 
number of ports may be gradually increased, so that by the 
tenth day it will usually be possib‘e to administer 150 to 200 r 
through each of two ports per day, with irradiation of a half- 
value layer 2 mm. Cu. The survival of patients w.th gliob!as- 
toma multiforme after operation and irrad:ation was 12 months 
or more in 47.9 per cent, 15 months or more in 29.1 per cent, 
20 months or more in 22.9 per cent and 30 months or more in 
8.3 per cent. A minimum tumor dose greater than 7500 r will 
be required to obtain further improvement. The survival of 
patients with astrocytoma after operat.on and irradiation was 
12 months or more in 87.8 per cent, 24 months or more in 56.1 
per cent, 36 months or more in 43.9 per cent, 48 months or more 
in 34 per cent, 72 months or more in 24.3 per cent and 96 months 
or more in 9.7 per cent. A minimum tumor dose of about 9,000 


-r may afford an additional period of useful life to an increasing 


number of thesé patients. The unclassified malignant gliomas 
appeared to fall in between the two previous types as to degree 
of malignancy and susceptibility to irrad.ation. In spite of the 
malignant character of these neoplasms, irradiation therapy has 
lengthened survival time and, in not a few cases, useful life. 
Conservative optimism is still warranted. 

Fluorescein in Diagnosis of Brain Tumors.—According 
to Moore and co-workers, differences between normal and neo- 
p'astic brain tissues are accentuated with the use of sodium 
fluorescein, thus affording the neurosurgeon a better chance of 
diagnosing and localizing brain tumors. Sodium fluorescein is 
also of value in studying non-neoplastic lesions of the central 
nervous system. Attempts to render brain tumors radiopaque 
by the selective retention of radiopaque compounds were unsuc- 
cessful. The use of radioactive diiodofluorescein for the diag- 
nosis and localization of brain tumors proved feasible. Clinical 
studies revealed inherent weakness in the method, such as the 
size of tumor that could be detected (tumors less than 3 cm. in 
diameter were often missed) and the failure of certain tumors 
to retain a sufficient quantity of dye to make their detection 
practicable. Detector geometry and shielding proved to be 
factors in the ultimate accuracy of the analysis as well as in the 
localization of brain tumors. Studies of the excretion of radio- 
active diiodofluorescein revealed that most of the dye is excreted 
in the bile and can be recovered from the feces. In patients 
with biliary obstruction the dye is excreted wholly in the urine. 
There is little danger of radioactive iodine (I**) splitting off 
from radioactive diindofluorescein. 


Review of Gastroenterology, New York 
17:723-852 (Sept.) 1950 

*Uleerative Colitis, F. H. Lahey.—p. 723. 

Some Pertinent Factors in Cholelithiasis. J. M. T. Finney Jr.—p. 737. 

Problems of Acute Intestinal Obstruction. O. H. Wangensteen.—p. 756. 
*Surgical Treatment of Duodenal Ulcer: Comparison of Results of 

Treatment With and Without Vagotomy. G. Crile Jr.—p. 781. 

The Abdeminal Incision. D. J. Duggan.—p. 795. 

Surgical Diseases of Pancreas. A. J. A. Campbell.—p. 800. 

Gastrojejunocolic Fistula. J. Tartakoff.—p. 810. 

Corticodiencephalic Gastrointestinal Syndromes in Epileptics (Part IX). 
T. S. P. Fitch, A. W. Pigott and S. M. Weingrow.—p. 817. 
Ulcerative Colitis.—Lahey reports on 750 patients with 

ulcerative colitis. Most of these patients were treated medically, 
and 327 were followed from five to 15 years. Either definite 
improvement or complete relief was brought about by medical 
management in two thirds of those with milder forms and in 
one third of those with the severer forms of the disease. Emer- 
gencies arise that cannot be handled medically. Ileostomy can 
now be done with complete satisfaction. Comparison of mortality 
in two groups of patients, one of 145 in whom ileostomies were 
done early in the history of surgical management of ulcerative 
colitis and one later group of 70, showed a prohibitive mortality 
of 22.3 per cent in the first group and a mortality under 4 per 
cent in the second group. The lower mortality in the second 
group is due to the fact that surgical intervention was not per- 
formed on dying patients. Resection of the colon should not be 
delayed until joint changes occur. Hleostomy should: be done 
before severe intoxication develops. Colectomy should be per- 
formed before too much blood is lost by hemorrhage. There is 
growing evidence that patients with ulcerative colitis from whom 
the colon is not removed have an increasing percentage of car- 
cinomas. The patient who has undergone ileostomy can live 
with complete comfort and participate in every activity. Modern 
ileostomy bags are flat and are so made that they fit accurately, 
with no skin exposed. There is no skin irritation, and the 
area need not be skin-grafted. 

Surgical Treatment of Duodenal Ulcer.—Crile treated 
over 400 patients with duodenal ulcers by vagotomy. The first 
100 of these patients have now been followed for from one to 
two years. Bilateral vagotomy plus gastroenterostomy was done 
in 73 and pyloroplasty in 27 of this group. There was little dif- 
ference in the end results in these two groups. One patient 
died in the hospital after the operation. One patient died of unre- 
lated causes six months after the operation. Three patients could 
not be located within the first year. Of the remaining 59 patients, 
35 had transitory or occasional diarrhea and 15 had mild transi- 
tory vomiting. Three patients had recurrence of their ulcer-like 
pain. No appreciable symptoms occured in 82 patients, 10 
patients were improved and therapy failed in three. Results 
obtained in a series of 87 patients treated by vagotomy with gas- 
troenterostomy or pyloroplasty were compared with those 
obtained in a group of 87 patients treated by gastric resection 
or gastroenterostomy in the years immediately preceding the 
advent of vagotomy. The severity of the disease was exactly 
the same in both groups. Four patients with vagotomy had 
ulcer-like pain as compared to 16 of the gastric resection groups. 
The incidence of persistent symptoms of ulcer thus was four 
times as high in the gastric resection group, and most of these 
patients were continuing some form of dietary management to 
control it. One jejunal ulcer developed over a period of three 
years in the vagotomy group and three in the gastric resection 
group. Four hemorrhages occurred after gastric resection or 
gastroenterostomy, and there were no hemorrhages in the other 
group. No death occurred in 257 consecutive vagatomies with 
gastroenterostomy or pyloroplasty.. This operation, therefore, is 
relatively safe. It should be reserved for patients with compli- 
cated duodenal ulcers. A posterior gastroenterostomy should be 
performed at the most dependent aspect of the greater curvature 
to drain the denervated stomach. 


South Carolina Medical Assn. Journal, Florence 
46:273-304 (Sept.) 1950 


Acute Surgical Abdomen in Therapeutic Pneumo-Peritoneum. J. W. 
Fouche.—p. 273. 

Care of the Premature Infant. W. M. Hart.—p. 275. 

Transverse Abdominal Incisi E. M. Colvin and F. T, Wallace. 
—p. 277. 








Reinforced Inguinal Herniorrhaphy. G. V. Rosenberg.—p. 279. 
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Western J. Surg., Obst. & Gynecology, Portland, Ore. 
58:451-522 (Sept.) 1950 

Method of Treating Fracture—Dislocations of Cervical Spine: Employing 
Suboccipital Skeletal Traction. R. Anderson and I. Loughlen.—p. 451, 

Deciduation and Massive Hemorrhage of Omentum in Final Month of 
Pregnancy. G. F. Melody.—p. 460. 

Diagnosis and Treatment of Chronic Spontaneous Pneumothroax. F, S. 
Dolley and L. A. Brewer II1.—p. 463. 


SYMPOSIUM ON THE ESTROGENS 
Physiology of Estrogenic Hormones. C. F. Fluhmann.—p. 472. 
Chemistry and Metabolism of Estrogens. H. K. Graham and B, F, 
Stimmel.—p. 476. 

*Clinical Usefulness of Estrogens. E. W. Page.—p. 482. 

Estrogen Imbalance and Uterine Cancer. L. A. Emge.—p. 490. 

Clinical Usefulness of Estrogenic Hormones.—Page 
bases his evaluation of the use of estrogens on personal experi- 
ence and on the opinions expressed by many medical associates. 
He discusses routes of administration, choice of preparations, 
dosage and the physiological actions of estrogens. He admits 
that his conclusions as to the usefulness of the hormones might 
be regarded as rather arbitrary, since it is doubtful whether 
any two physicians would independently arrive at the same 
conclusions. Nevertheless, he feels that it might stimulate 
thoughtful discussion to offer a tentative classification of the 
usefulness of estrogens in practice. For four groups of dis- 
orders, estrogens are classified as follows: (1) of proven use- 
fulness, (2) possibly useful or suitable for adjunctive therapy, 
(3) doubtful indications and (4) of experimental value (judg- 
ment reserved). Before estrogen treatment is instituted the 
following questions should be answered: 1. Is there an indi- 
cation for an estrogen? 2. Is there a demonstrable deficiency, 
or is the hormone to be used to inhibit pituitary function, to 
neutralize an androgenic effect or to utilize its anabolic effect 
on the skeletal system? 3. Is this the minimal dosage neces- 
sary to accomplish the objective, and is the timing correct? 
4. Have carcinoma, endometriosis, myomas, a fibroadenoma of 
the breast or other organic lesions that might be stimulated 
unfavorably by estrogens been ruled out? 5. Could harmful 
effects result? Will the treatment produce withdrawal bleed- 
ing in a postmenopausal woman, thus substituting a diagnostic 
problem for a simple therapeutic one? May it interfere with 
a normal menstrual cycle in such a way as to defeat the objec- 
tive? Has the patient been prepared for the possible effects 
of estrogen? 6. Does the severity of the symptoms justify the 
means? Is this the most economical preparation suitable for 
the purpose and the most sensible route of administration? 


Wisconsin Medical Journal, Madison 
49:751-878 (Sept.) 1950 
Diagnosis in Chronic Liver Disease. M. C. F. Lindert.—p. 769. 
*Surgical Treatment of Ulcerative Colitis. J. M. Sull:van.—p. 773. 
Anesthesia and Analgesia for Obstetric Patient from Viewpoint of an 
Anesthesiologist. J. W. Bookhamcr.—p. 778. 
Neoplasma of Genitourinary System in Children. N. W. Bourne.—p. 781. 
Miscellaneous Neoplasma in Infancy and Childhood. A. A. Schaefer. 


nettehs Seleseale and the State of Wisconsin. H. H. Reese and E. P. 
Roemer.—p. 787. 

Nephrit.s. B. J. Peters.—p. 790. 

Hypoglycemic Reactions in Diabetes. M. Hargrove.—p. 793, 

Surgical Treatment of Ulcerative  Colitis.—Sullivan 
believes that many patients with ulcerative colitis require surgi- 
cal treatment. The time-honored treatment of ileostomy fol- 
lowed by colectomy controls the disease, but this treatment 
requires two major operations and meticulous attention to detail. 
Furthermore, few cases have been reported in which bowel con- 
tinuity was reestablished by ileoproctostomy, because operation 
was not performed until irreversible changes had been produced. 
The author performed vagotomy in seven patients with ulcera- 
tive colitis and found that this operation was followed by 
immediate and dramatic improvement in six and slower 
improvement in one. This new surgical approach to the treat- 
ment of ulcerative colitis offers possibilities, and further trial 
is indicated. 
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FOREIGN 


An asterisk (*) before a title indicates that the article is abstracted. 
Single case reports and trials of new drugs are usually omitted. 


British Journal of Cancer, London 


+  4:147-258 (June) 1950. Partial Index 

Cancer of Stomach in Large Towns of England and Wales, 1921-39. 
P. Stocks.—p. 147. 

*Arsenic Content of Tobacco and of Tobacco Smoke. M. E. Daff and 
E. L. Kennaway.—p. 173. 

Mechanism of Liver Catalase Depressing Action of Tumours in Mice. 
D. H. Adams.—p. 183. 

Induction of Tumours Following Direct Implantation of 20-Methyl- 
cholanthrene into Uterus of Mice. G. M. Bonser and J. M. Robson. 
—p. 196. 

eotinen Bone Sarcomata in Rabbits. J. M. Barnes, F. A. Denz and 
H. A. Sissons.—p. 212. 4 

*Effect of Radioactive Iodine Alone and in Combination with Methyl- 
thiouracil and Acetylaminofluorene upon Tumour Production in Rat’s 
Thyroid Gland. I. Doniach.—p. 223. 

Studies on Induction of Lung Cancer in Mice. E. S. Horning.—p. 235. 
Strain Differences in Mice to Carcinogenic Action of Urethane and Its 

Non-Carcinogenicity in Chicks and Guinea-Pigs. P. N. Cowen. 

—p. 245. 

Arsenic Content of Tobacco.—Daff and Kennaway inves- 
tigated the arsenic content of 15 brands of cigarets and found 
that the amounts present varied from none to 106 micrograms 
of arsenic trioxide per gram of tobacco. The concentration of 
arsenic in cigarets containing the larger amounts varied 
greatly. This irregularity is probably due to the method by 
which the arsenic could have been introduced, namely, by the 
spraying of the plants with insecticides. If the arsenic were 
absorbed by the roots, one might expect a more uniform distri- 
bution. In some areas, only the seedlings are sprayed, and 
presumably this arsenic is lost in the course of transplantation 
and further growth. The authors are obtaining data on the 
use of arsenical solutions in the areas where the tobaccos 
examined are grown. Of the arsenic volatilized in smoking, a 
part must escape while the cigaret is not in the smoker’s mouth, 
and a part of what he inspires is expired again, hence the 
amount retained must be small. 

Tumor Production in Thyroid.—Doniach attempted to 
determine whether radioactive iodine (I1%!) is carcinogenic to 
the thyroid gland of the rat. This seemed likely, since radio- 
active iodine is specifically concentrated in the thyroid, whose 
cells are thereby submitted to a course of beta ray irradiation. 
The problem is important, since this iodine is being used in 
clinical medicine. in both tracer and therapeutic doses. Hyper- 
plasia and adenomas of the thyroid have been produced by 
goitrogens alone and in combination with the carcinogen 
acetylaminofluorene. The carcinogenic potency on the thyroid 
of 32 microcuries of radioactive thyroid was tested in a small 
series of rats alone, in combination with methylthiouracil, with 
acetylaminofluorene and with the combined drugs. Radioactive 
iodine increased the incidence of thyroid adenomas in all groups 
except those treated with acetylaminofluorene. The adenomas 
were larger in size as well as in number and showed evidence 
of malignancy by a gross increase in size and by dissemination 
outside the thyroid in two instances. The assessment of radia- 
tion dosage administered to the thyroid by radioactive iodine 
is difficult. The percentage of absorption by the thyroid varies 
with the iodine content of the diet and the surrounding tem- 
perature. The authors found it to vary from 10 per cent in hot 
weather to 30 per cent in cool weather, 24 hours after adminis- 
tration of radioactive iodine. There is a wide variation in con- 
centration from follicle to follicle. The peripheral follicles in 
the rat take up considerably less iodine than the central follicles. 
This is only partly balanced by the more rapid disappearance 
of iodine from the central follicles. The radiation effects are 
due mostly to beta radiation, since most of the gamma rays, 
which are much more penetrating, will not be absorbed in the 
small thyroid of the rat. The human thyroid is 1,000 times 


heavier than that of the rat, but doses of 10 to 20 millicuries 
might be regarded as likely to induce adenomas and possibly 
occasional cancer in the hyperplastic glands. This is just the 
order of dosage prescribed for the treatment of thyrotoxicosis. 


British Journal of Ophthalmology, London 
34:517-576 (Sept.) 1950 
Comparative Provocative Tests in Glaucoma. W. Leydhecker.—p. 535, 
Use of Sodium Fluorescein in Assessing Rate of Healing in Corneal 
Ulcers. F. W. Campbell and T. A. S. Boyd.—p. 545. 
Electroretinogram in Glaucomatous Eyes. G. Leydhecker.—p. 550. 
Operation for Entropion of Upper Eyelid in Trachoma. T, Torgers- 
ruud.—p. 555. 
Two Cases of Acetic Acid Burns of Cornea. C, M. Shafto.—p, 559. 
Day-Blindness. S. Gérdiiren.—p. 563. 
Treatment of Congenital Glaucoma. J. B. McArevey.—p. 568, 


British Medical Journal, London 
2:691-738 (Sept. 23) 1950 

Pharmacological Action of Antihistami Comp 
—p. 691. 

Congenital Heart Disease: Review of Its Clinical Aspects in Light of 
Experience Gained by Means of Modern Techniques. II. P. Wood. 
—p. 693. 

Care of the Chronic Sick—V (Investigation of 393 Patients Seeking 
Admission to Hospital for the Chronic Sick). C. R. Lowe.—p. 699. 
*Radiological and Pathological Correlation of Miliary Tuberculosis of 

Lungs in Children with Special Reference to Choroidal Tubercles. 

J. L. Emery and J. Lorber.—p. 702. 

Sulphonamide Sensitivity of H. Influenza Strains with Special Reference 
to Combined Use of Antibacterial Drugs. K. Zinnemann.—p. 705. 
Chronic Adhesive Spinal Meningitis Associated with Lumbar Naevus and 

Dimple. T. R. Savage.—p. 709. 

*Case of Cardiac Arrest: Vagal Inhibition Relieved by Procaine. 
H. L. M. Roualle.—p. 712. 

Miliary Tuberculosis: Radiological and Pathological 
Aspects.—Emery and Lorber report a consecutive series of 
necropsies in which the diagnosis of miliary tuberculosis of the 
lungs was established in 52 children under 14. When a discrep- 
ancy between the radiological and postmortem findings became 
apparent, it was decided to obtain a wider opinion on the roent- 
gen appearances. The films were referred to a panel of two 
radiologists and two pediatricians. The assessors were informed 
that all these deaths were from tuberculosis and were asked 
to make a radiological diagnosis of the presence, doubtful pres- 
ence or absence of miliary tuberculosis. Radiographs of the 
chest taken within 14 days of death were available in all cases. 
The fundus oculi was examined for choroidal tubercles in 48 
children. The roentgenograms of 18, or about one third of the 
cases, were studied by the panel. Choroidal tubercles were seen 
in 25 of the 48 cases. Of the 52 cases, 28 were given diagnoses 
during the life of the patient. The tubercles were more numer- 
ous and larger in the 18 roentgen-positive than in the 34 
roentgen-negative cases. Choroidal tubercles were present in 
a significantly higher proportion in the former (15 of 17) than 
in the latter (10 of 31). Clinical features consistent with miliary 
tuberculosis and the presence of early choroidal tubercles estab- 
lish the diagnosis irrespective of the radiological observations. 
The present methods of diagnosis of miliary tuberculosis are not 
sufficiently sensitive. 

Cardiac Arrest Relieved by Procaine.—Roualle describes 
a case of cardiac arrest in which complete asystole persisted for 
45 minutes despite cardiac massage and injection of epinephrine 
(adrenalin®). Normal rhythm was restored after two intracardiac 
injections of procaine hydrochloride, though the patient survived 
for only four hours. The immediate use of procaine injected 
into the heart, in preference to or with epinephrine, is suggested. 
In view of its delayed action, cardiac massage should be per- 
formed to prevent interruption in the cerebral circulation. 


d J. H. Burn. 











Journal of Bone and Joint Surgery, London 
32B:291-450 (Aug.) 1950 

Results of Transposition of Ulnar Nerve for Traumatic Ulnar Neuritis. 
A. J. McGowan.—p. 293. 

Joint Débridcment for Ostcoarthritis of the Knee. B. Isserlin.—p. 302. 

Pregnancy and Skeletal Tuberculosis. M. C. Wilkinson.—p. 307. 

Fractures of Head of Radius in Children. C. C. Jeffery.—p. 314. 

Spondylolisthesis with Intact Neural Arch—So-Called Pseudo-Spondylo- 
listoesis. I. Macnab.—p. 325. 

Cherub sm—Familial Fibrous Dysplasia of the Jaws. W. A. Jones, 
J. Gerri and J. Pritchard.—p. 334. 

Osteochondritis Dissecans of Eibow Joint: Clinical Study. N. Roberts 
and R. Hughes.—p. 348. 

Two Cases of Osteochondritis Dissecans Affecting Several Joints. B. M. 
Hay.—p 361. 

Osteo.d Ostecoma with Unusual Symptoms: Case Report. O. J. Vaughan- 
Jackson.—p. 368. 

Rupture of Extensor Pollicis Longus Tendon After Colles Fracture. 
D. Trevor.—p. 370. 

Dyschondroplas.a with Haemangiomata (Maffucci’s Syndrome): Report of 
Case Complicated by Intracranial Chondrosarcoma. C. Strang and 
I. Rannie.—p. 376. 

Large Calcified Lipoma of Thigh: Report of Case. P. N. Robson. 


—p. 384. 

Bilateral Perilunar Dislocation of Carpus: Report of Case. H. W. Fitz- 
gerald.—p. 336. 

Non-Union of Triquetrum: Report of Case. F. C. Durbin.—p. 388. 

Excision of Shaft of Tibia for Sarcoma: Exam/nation 43 Years After 
Replacement by Fibular Graft. F. Gentil.—p. 389. 

Amputst.on Above or Below the Knee for Primary Peripheral Vascular 
Disease. H. G. Smith.—p. 392. 


Journal of Mental Science, London 
96:619-799 (July) 1950. Partial Index 


*Follow-Up Investigation of 330 Cases Treated by Prefrontal Leukotomy. 
E. Stengel.—p. 633. 

Congenital Malformations in Teeth and Eyes in Mental Defectives. 
R. Spitzer and I. Mann.—p, 681. 

Function and Training of the Clinical Psychologist. H. J. Eyscnck. 
—p. 710. 

Abilities of Male Mental Hospital Patients. H. Halstead.—p. 726. 

Psychology of Electric Convulsion Treatment. R. A. Sandiscn.—p. 734. 

Cercbral Dysrhythmia Induced by Photic and Chemical Stimulation as 
Method of Treatment in Psychiatry. P. O’Flanagan, P. W. Smith 
and R. B. Taylor.—p. 745. 

Observations on Effect of Myanesin (3 Orthotoloxy-I, 2 Propaneidol or 
Tolsecrol) on Epileptic Thresholds and Some Psychiatric Conditions. 
R. K. Freudenberg.—p. 751. 

Migraine and Psychopathic Behaviour. S, Coleman.—p. 758. 

Psycho-Analytic Approach to Treatment of Patients in Groups. H. 
Ezricl.—p. 774. 

Electronarcosis: Safe Technique for Routine Administration Under 
Anesthesia and Eulissen (Decamethonium Iodide or C.10). C. R. 
Harris.—p. 788. 

Origin cf Head-Banging: Suggested Explanation with Illustrative 
Case-History. J. FitzHerbert.—p. 793. 

Changes Continuing After Termination of Treatment of Mental 
Defectives with Aneurin. G. de M. Rudolf.—p. 796. 

Galactose Tolerance Test in Phenylketonuria. V. A. Cowie.—p. 799. 
Follow-Up of Prefrontal Leukotomy Cases.—Stengel 

reports a follow-up study on 330 of 345 patients who were sub- 
jected to prefrontal leukotomy between 1942 and 1947. The 
limitations of leukotomy in the treatment of schizophrenic reac- 
tion types of disorder and paranoid states have again been 
demonstrated in these patients. Full remissions have been 
observed mainly in patients whose personalities and mental con- 
ditions had features that are generally regarded as assets from 
*the point of view of prognosis. There is no general consensus as 
to whether such patients should be operated on. Retrospectively, 
it is impossible to judge what would have been the fate of 
the patients who had a full remission following leukotomy if 
they had not had the operation. That the remission was related 
to the operation was clear from the fact that leukotomy was 
followed by immediate or almost immediate improvement. 
Leukotomy, therefore, set in motion a process that might have 
taken place without it. Among the various affective reaction 
types, the results have been relatively most satisfactory in the 
involutional group, while in patients with manic periods it has 
been less favorable. The outcome in patients with purely depres- 
sive symptoms, i.e., in the recurrent and involutional depres- 
sions, was more favorable than in those with manic periods. 
The planes of the cuts were varied according to the suggestions 
of the psychiatrists. In certain cases an anterior cut was aimed 
at, in others a middle or posterior cut, the latter especially in 
those cases in which general behavior was gravely disturbed, 
as in chronic catatonics. However, in view of the anatomic 


1520 CURRENT MEDICAL LITERATURE 





} A. M. A. 
ec. 23, 1950 


observations in the brains of patients who died some time after 
leukotomy, an attempt at correlating clinical changes with the 
location of the cuts aimed at by the surgeon seems futile. The 
emergence and aggravation of antisocial personality features fol- 
lowing leukotomy in patients with affective reaction types of 


disorder has been found to depend not only on the previous per- ° 


sonality, but also on certain features of the mental disorder. 
Epileptic fits occurred in a higher percentage of male than of 
female patients. Epileptic fits were observed in a much higher 
percentage of schizophrenic and paranoid patients than of 
patients with affective reaction types of disorder. 


Lancet, London 
2:425-464 (Sept. 30) 1950 

Propagation of the Unfit. L. S. Penrose.—p. 425. 

*Potcntiation of Sulphonamide by “L Substance.” J. W. Bigger and 

G. C. Ware.—p. 427. 

Feeding of School-Children. F. Roberts.—p. 434. 
Action of Proguanil on P. Berghei: Inhibition by p-Aminobenzoic Acid. 

J. P. Thurston.—p. 438. 

Tleojejunal Insufficiency Arising from Faulty Anastomosis. C. F. J, 

Cropper and P. W. Houghton.—p. 439. 

Ileojejunal Insufficiency: Unusual Case of Tropical Sprue. C. F. J. 

Cropper and A. M. Clark.—p. 442. 

Potentiation of Sulfonamide by L Substance.—Bigger 
and Ware believe that the sensitivity of a bacterium to sul- 
fonamides is grossly underrated when ordinary culture media 
are used. Treatment of such media by the method of Harper 
and Cawston increases the apparent sensitivity of the bacterium 
to sulfonamides, but only to a limited extent. Bacterium coli, 
which grows well in a simple synthetic medium, is much more 
sensitive to sulfonamides in a synthetic medium than it is in 
mediums treated by the method of Harper and Cawston. The 
authors describe an improved synthetic medium. The action 
of sulfathiazole on Bact. coli in synthetic medium is bacterio- 
frenic rather than bacteriostatic or bactericidal. The addition 
of a small amount (1: 20,000) of lemco® (meat extract prepara- 
tion) to synthetic medium potentiates sulfathiazole so that its 
action is bactericidal. The substance responsible for the poten- 
tiating action of lemco is present in meat extracts, serum, red 
blood cells, urine and yeast. The provisional name, L substance, 
has been given to this constituent of lemco.® The L substance, 
which is basic, has been concentrated and partially purified but 
not yet identified. Since L substance is present in various body 
fluids that contain little, if any, sulforamide antagonizers, it is 
suggested that, in the living body, the action of sulfonamides is 
bactericidal rather than bacteriofrenic or bacteriostatic, and that, 
to explain their therapeutic effect, it is unnecessary to evoke the 
ordinary defence mechanisms of the body. The L substance 
differs from the substance in horse erythrocytes that is responsi- 
ble for the Harper and Cawston effect. 


Medical Journal of Australia, Sydney 
2:241-276 (Aug. 12) 1950 

Poliomyelitis and Its Relation to Recent Tonsillectomy. J. B. Dowe. 

onnoehaie ard Tonsillectomy. Review of Literature for the Oto-Rhino 
Laryngolog:cal Society of New South Wales. R. E. Dunn.—p. 243. 

Treatment of Post-Partum and Menopausal Obesity. H. Halper.—p. 246. 

Place of Restorative Resect.ons and Other Operations in Treatment of 
Carcinoma of Rectum. E. Wilson.—p. 248. 

Some Difficulties in Interpretation of Hematological Data, with Particular 
Reference to Estimation of Capillary Fragility. J. H. Bolton.—p. 256. 
Poliomyelitis and Tonsillectomy.—According to Dunn, 

there exist two groups of critics with regard to poliomyelitis 
and tonsillectomy. One group advises caution and cessation of 
tonsillectomy during the epidemic period of poliomyelitis. The 
evidence to support this advice. Quoting chiefly from the 
American literature, Dunn finds that “we are back where we 
started.” Although a few writers have claimed that the tonsill- 
ectomy-poliomyelitis sequence is coincidental, they do not sug- 
gest that the operation be performed when the number of cases 
has reached epidemic proportions. The type of poliomyelitis 
otolaryngologists suggest that the physicians have insufficient 
following tonsillectomy is usually bulbar. Numerous cases of 
bulbar poliomyelitis following tonsillectomy have been reported. 
If the still undetermined risk of removing tonsils and adenoids 
during the poliomyelitis season is to be reduced by means other 
than postponing the operation, there is a need for (1) a practical 
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method of determining the presence, or absence, of the poliomye- 
litis virus in the prospective patient and (2) a practical method 
of obtaining information concerning the incidence of polio- 
myelitis victims in the vicinity of the prospective tonsillectomy 
patient’s home and schvol. The risks involved in tonsillectomy 
during the epidemic season should be considered, together with 
the other numerous hazards of tonsillectomy and the urgency 
of indications for the operation. 


Practitioner, London 
165:107-208 (Aug.) 1950 
Employment of Elderly Workers. L. Amulree.—p. 111. 
The Ageing Heart. P. C. Gibson.—p. 115. 
Pulmonary Disease in the Elderly. J. L. Livingstone.—p. 124. 
Sk.n Disorders in the Elderly. S. Thomson.—p. 128. 
Gen:to-Urinary Disturbances in Old Age. H. P. Wainsbury-White. 
—p. 135. 
Gynaecological Problems of Old Age. J. J. O’Sullivan.—p. 141. 
Diet in Old Age. G. J. Langley.—p. 148. 
Facilities Available for Care of the Elderly in the Home. M. W. 
Warren.—p. 156. 
Air Embolism. C. A. Birch.—p. 164. 
*Medical Aspects of Hair Dyeing. E. W. P. Thomas.—p. 171, 
Medical Aspects of Hair Dyeing.—Thomas points out that 
until comparatively recently the only dyes availab'e were either 
natural vegetab’e colors or metallic salts, sometimes used in 
comb:nation. Hair dyeing was revolutionized in about 1880 by 
the discovery of the synthetic organic dyes, paraphenylenedia- 
mine and allied chemicals. Hair dyes of the paraphenylene- 
diamine group are potential skin irritants in the class known as 
sensitizers. They are contact allergens able to create a state 
of epidermal sensitization, which manifests itself as an eczema- 
tous dermatitis in the area of contact. Only a small proportion 
of those exposed acquire sensitization. An estimate that 4 per 
cent of the general population have an idiosyncrasy toward this 
chemical is now regarded as far too high; nevertheless, the dye 
is a skin sensitizer and is responsible for nearly a!l cases of 
hair dye dermatitis, as well as being a cause of occupational 
dermatitis among hairdressers. A‘patch test should be carried 


out before each application of a para dye, whether the dye be’ 


used for the whole head or merely for touching up. All rep- 
utab!e hairdressers recognize that this test should be done, but 
the client may be impatient. Some hairdressers have but a hazy 
idea of the significance of the skin test and believe that once the 
hair has been dyed without ill effect the dye can be used thence 
forward without fear. Allergic sensitization, however, may 
develop after prolonged periods of use of the dye. Patch tests 
are by no means infailible and, when negative, are no absolute 
guarantee against dermatitis. These dyes should not be applied 
during pregnancy or menstruation or in the presence of eczema 
or dermatitis on any part of the body. It is also best to avoid 
them if the general health is below par, when the threshold of 
skin sensitivity may be temporarily lowered. They must never 
be applied to the eyebrows or eyelashes. 


South African Medical Journal, Cape Town 
24:705-724 (Aug. 26) 1950. Partial Index 


Small-Intestinal Volvulus in Bantu. P. R, Dickson.—p. 705. 
Double Plating of Fractured Bones. R. J. Fleming.—p. 709. 
*New Treatment for Polyneuritis. P. Menof.—p. 715. 

New Treatment of Polyneuritis.—Menof points out that 
hepatic eniargement and tenderness are commonly encountered 
in alcoholic and diabetic polyneuritis. Evidence of liver dam- 
age is present also when polyneuritis is associated with pellagra, 
arsenical poisoning and pernicious (Addison’s) anemia. Dis- 
turbed liver function due to fatty change might be an important 
factor in the causation of polyneuritis, and if the liver produces 
or stores a substance necessary for the nutrition of nerve tissue, 
it is conceivable that this might be diminished in the aforemen- 
tioned disturbances. Since vitamin B.» rapidly counteracts the 
neurological symptoms of pernicious anemia, Menof adminis- 
tered it to patients with alcoholic or diabetic polyneuritis. The 
dosage was considerably larger than that recommended for the 
treatment of pernicious anemia. The author began with 60 
micrograms and finally gave as much as 210 micrograms in one 
injection. The best result was achieved with this large dose. 
Apart from a little localized tenderness owing to the large size 
of the intramuscular injection (7 cc.), no untoward effects were 
experienced either with this or with any other of the doses 
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used. The injection was usually given into the gluteal region. 
The 11 reported case histories indicate that the results of the 
treatment were encouraging. The author feels that equally 
satisfactory results might be obta’ned in other forms of polyneu- 
ritis and in other nervous disorders associated with chronic 
alcoholism, e.g., delirium tremens, Korsakoff’s psychosis, 
superior hemorrhagic polioencephalitis (Wernicke’s encephalop- 
athy) and alcoholic hallucinosis. These conditions might well 
result from ma'nutrition adversely affecting the liver. This new 
therapeutic weapon might also be used in such diseases as pro- 
gressive muscular atrophy. 


Acta Endocrinologica, Copenhagen 


4:1-102 (No. 1) 1950. Partial Index 

Estrogen Production by Sertoli Cells in Etiology of Benign Senile 
Hypertrophy of Human Prostate: Testicular “Lipoid Cell Ratio” and 
Estrogen-Androgen Quotient in Human Male. G. Teilum.—p. 43. 

*Pregnancy and Diabetes Mellitus. H. Zilliacus.—p. 63. 

Simple Method for Determination of Neutral 17-Ketosteroids. Com- 
parison of Results with Dingemanse-Method. A. Kassenaar, L. Huis 
in’t Veld, P. Siderius and cthers.—p. 79. 

Pregnancy and Diabetes Mellitus.—Zilliacus states that 
among 31,976 deliveries over a 15 year period at the Women’s 
Clinic of Helsingfors University there were 32 pregnancies 
(25 mothers) that were complicated by diabetes mellitus. The 
diabetes became worse during the pregnancy in seven instances; 
an improvement was noted in two, and the pregnancy had no 
effect on the diabetes in 10. There were signs of toxemia of 
pregnancy in 13 patients. In two infants with birth weights 
of 6,450 Gm. and 5,450 Gm., delivery was complicated by the 
abnormal width of their shoulders. In several infants the 
weight and height figures at birth were abnormally high. Some 
women had had abnormally large infants during their predia- 
betic period. The fetal and neonatal mortality was high, so that 
only nine of the infants were alive after three months. Although 
insulin therapy has raised the fertility of diabetic women and 
has almost completely eliminated the mortality, it has not 
reduced the high fetal and neonatal death rate. Experiments 
have revealed that the growth hormone of the anterior pituitary 
has a diabetogenic effect in experimenial animals. This obser- 
vation suggests that the pituitary may possibly be causative in 
the abnormally high weight and height figures noted in the 
fetuses of diabetic women during the prediabetic period and: 
during manifest diabetes. 


Klinische Wochenschrift, Heidelberg 


28:593-624 (Sept. 15) 1950. Partial Index 

“Clinical Aspects and Epidemiology of Toxoplasmosis. G. Kemp.—p. 602. 

Parasitology, Pathdlogy and Serology of Fatal Infections with Toxo- 
plasma Gondii. G. Pickarski and H. V. Térne.—p. 606. 

*Prognostic Significance of Ocular Symptoms During Streptomycin 
Therapy of Tuberculous Meningitis and Miliary Tuberculosis, E. 
Heinsius.—p. 609. 

Circulatory Insufficiency as Result of Barbituric Acid Poisoning. E. 
Haynal and R. Held.—p. 612 

Choline in Treatment of Toxic Diseases of Liver. M. Reiter and O. 
Wieland.—p. 615. 

*Tolerance Test with Insulin. W. Winkler and W. Froeschlin.—p. 617. 

*Insulin Tolerance: Differences in Insulin Shock Doses. W. Winkler. 
—p. 619. 

Ocular Changes in Prognosis of Tuberculous Meningi- 
tis.—Heinsius points out that since streptomycin has been used 
in the treatment of tuberculous meningitis and in miliary tuber- 
culosis, the longer survival of these patients has disclosed a 
higher incidence of ocular changes. Eye involvement is now 
observed in 92 per cent of these patients, whereas the percentage 
formerly varied between 50 and 75 per cent. There is a cer- 
tain parallelism between the ocular and general changes. 
Repeated ophthalmologic studies on 98 patients (81 with tuber- 
culous meningitis and 11 with miliary tuberculosis) convinced 
the author that the ocular changes may even furnish prognostic 
data. He compares records of ocular changes before and since 
the streptomycin era. Choked disk was observed formerly in 
only about 30 per cent of the cases, whereas now it is present 
in nearly 60 per cent. The prognostic significance of the ocular 
cha..ges is especially noticeable in stasis symptoms, such as in 
papillary edema, choked disk and venous stasis. As these symp- 
toms subside, a tendency to improvement in the general condi- 
tion becomes evident, the temperature decreases and the sensory 
functions and mental status show improvement. If, on the other 








1522 





hand, the symptoms of stasis increase, the general condition 
and sensory activity also become impaired and the temperature 
usually rises. Optic atrophy usually indicates a fatal termina- 
tion. Oculomotor paralysis and prolonged pupillary distur- 
bances also indicate a serious condition and an unfavorable 
prognosis. The appearance of new foci in the choroid are 
regarded by Walsh as indicative of an unfavorable prognosis, 
but the author and others regard them as a manifestation of a 
new hematogenous dissemination, which can be cured by strep- 
tomycin therapy. Photophobia and retardation of the pupillary 
reaction, which may be mistaken for pupillary rigidity and 
defective convergence, are cited by the author as early symp- 
toms of tuberculous meningitis. In view of the great importance 
of ocular symptoms in the prognosis of tuberculous meningitis 
and miliary tuberculosis, whenever. streptomycin therapy is 
employed in these conditions, ophthalmologic control examina- 
tion should be made once or twice a week. 

Insulin Tolerance.—Winkler and Froeschlin made insulin 
tolerance tests on three groups of students of either the pyknic, 
leptosomatic or athletic type. They found that in those of 
the pyknic type the early decrease in blood sugar content is 
followed by an effective counterruglation, which brings the blood 
sugar level again to normal or even above it. This again is 
followed by a decrease. This gives the blood sugar curve a 
wavelike appearance. Leptosomatic persons also show a rapid 
decrease in the blood sugar, but the counterregulation is slight. 
The test curve is characterized by a steep decline and a restless 
zigzag outline. In persons of the athletic type, the decrease 
in blood pressure is retarded and the curve is flat, the counter- 
regulation being rather weak. These results indicate that the 
contrainsular regulation of the blood sugar varies in the dif- 
ferent constitutional types. Persons of the pyknic type have 
a relatively well functioning adrenal system, and their hypo- 
physial counterregulation also is superior to that of the other 
constitutional types. 

Differences in Insulin Shock Dose.—Winkler says since 
insulin tolerance tests indicated a stronger counterregulation 
in persons of the pyknic type, it seemed likely that persons of 
this type would require larger doses of insulin during shock 
therapy. The first shock treatment is a fairly exact indicator 
of the insulin tolerance. The first shock dose has been known 
to vary in extreme cases between 8 and 1,000 units, but usually 
between 60 and 200 units. Successive shock treatments often 
require increased doses, but smaller doses may occasionally suf- 
fice. On investigating the records of 817 patients who had 
been given insulin shock treatment and grouping them into con- 
stitutional types (312 leptosome, 125 pyknic, 72 athletic and the 
remainder mixed), the author found that patients of the lepto- 
somic type required much smaller doses of insulin (97 to 110 
units) for the induction of shock than did the pyknic types (140 
to 170 units) and that the doses for the athletic types were 
about intermediate between these two. Thus the figures on the 
insulin shock doses corroborate the results of the insulin tol- 
erance tests. 


Medizinische Klinik, Munich  . 

e 45:1073-1128 (Sept. 1) 1950. Partial Index 

Panmyelopathy as Sequel of Chronic Lesion Produced by Roentgen and 
Radium Rays. H. Leubner.—p. 1076. 

*Penicillin in Treatment of Scarlet Fever. F. Lasch.—p. 1082. 

Differential Diagnosis and Treatment of Angina Pectoris. K. Pelzer. 
—p. 1085. 

"Streptomycin Therapy in Tuberculosis of Vertebral Column: Life-Saving 
Effect. R. Haizmann and R. Brindle.—p. 1088. 

Treatment of Oropharyngeal Erysipelas with Penicillin. H. Lausecker. 
—p. 1093. 

Treatment of Arthrosis Deformans with Combined Injections of 
Desoxycorticosterone Acetate and Ascorbic Acid. J. Becker and 
T. Franke.—p. 1094. 

Enzymes to Combat Helminthic Infestation. H. Weise.—p. 1096. 

Cobalt in Therapy of Anemia. G. Baumhoff.—p. 1105. 


Penicillin in Treatment of Scarlet Fever.—Lasch 
reviews observations, on 270 scarlet fever patients who were 
treated between January 1946 and March 1950. The chief aim 
was to ascertain the efficacy of penicillin therapy. The patients 
treated during 1946 and 1947 received no penicillin. In 1948 
the supply of penicillin was still inadequate, and only patients 
with severe forms of scarlet fever were treated with it. During 
the first six months of 1949, alternate patients were treated 
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with penicillin, and after that all patients were given penicillin, 
In all, 134 patients were treated with penicillin and 136 served 
as controls. Penicillin therapy transformed scarlet fever into 
a mild disease. The incidence of suppurating complications, 
such as otitis, polyarthritis, acute, diffuse glomerulonephritis 
and septic jaundice was greatly reduced. Myocarditis and 
nephritis were not prevented, although they were generally 
mild. The total dose of penicillin was usually from 1,000,000 
to 2,000,000 units. Penicillin therapy was occasionally followed 
by a relapse, suggesting that the development of immunity was 
inadequate. In spite of these disadvantages, the author feels 
that penicillin should be given routinely to patients with scarlet 
fever, because with isolation of the patient and with proper 
control examinations of pharyngeal smears, these disadvantages 
can be largely avoided. Penicillin therapy insures rapid clinical 
cure and prevents serious complications. If complications do 
develop, they can be controlled with higher dosage. The rapid 
defervescence and clinical cure quickly makes patients con- 
valescent and reduces the work of the nursing personnel. 
Streptomycin Therapy in Vertebral Tuberculosis.—In 
the 10 cases of vertebral tuberculosis treated by Haizmann and 
Brandle, there were present extensive gravitation abscesses 
and profusely discharging fistular openings. The general con- 
dition and the appetite were extremely poor. The blood sedi- 
mentation rates were greatly accelerated. The temperatures 
were those characteristic of a-septic process. Neither sulfona- 
mide nor penicillin therapy had proved effective. Thoracic 
vertebrae were involved in five, the lumbar vertebrae in four 
and the ileosacral joint in one. Streptomycin was given twice 
daily in individual doses of 250 mg. The daily dose was 
increased to 1 Gm. in exceptional cases only. The total dose 
of streptomycin varied between 38 and 86 Gm. The effect of 
the treatment bordered on the miraculous. In nine of the cases 
the fistulas closed completely in three months and the secretion 
had stopped even before that. There was no recurrence after 
streptomycin therapy was discontinued. The fever subsided, 
and the sedimentation rate became normal. The weight and 
the general condition improved. Roentgenoscopy revealed 
improvement corresponding to the clinical betterment. This 
report must be regarded as preliminary. Its purpose was to 
call attention to the life-saving effect of streptomycin, which 
has never been equalled by any other therapeutic substance. 


Nederlandsch Tijdschrift v. Geneeskunde, Amsterdam 


94:2445-2516 (Aug. 26) 1950. Partial Index 
Cardiac Insufficiency After Childbirth, G. A. Lindeboom.—p. 2453. 
*Increased Sensitivity for Opiates and Barbiturates in Anoxia. L. Meyler, 
SS 5 of Pulmonary Tuberculosis by Large Doses of 

Vitamin Dz (Calciferol), L. J. Jongmans, P. J. L. Hopmans, H. J. 

Kars and H. Michgelsen.—p. 2470. 

Increased Sensitivity to Opiates and Barbiturates in 
Anoxia.—Meyler points out that textbooks usually warn 
against the use of morphine in attacks of bronchial asthma. 
He cites a man with bronchial asthma in whom administration 
of a barbiturate and of morphine was followed by deep coma. 
In a woman with pulmonary edema, morphine injection was 
followed by respiratory arrest and death. Increased sensitivity 
to opiates and barbiturates has been observed in patients with 
anemia, bronchiolitis and kyphoscoliosis. Such increased sensi- 
tivity is likely to exist wherever there are disorders which 
produce oxygen deficiency, accompanied by a depressive effect 
of an excess of carbon dioxide in the blood on the respiratory 
center. Nikethamide or other analeptics may counteract the 
narcotic effect in such cases. 


94:2517-2584 (Sept. 2) 1950. Partial Index 
Influence of Adrenocorticotropic Hormone (ACTH) on Muscular 

Performance of Hypophysectomized Rats. J. W. R. Everse and G, A. 

Overbeek.—p. 2523. 

*Adrenocorticotropic Hormone and Carbohydrate Metabolism. G,. A. 

Overbeek.—p. 2526. 

Fixation of Biopsies, Punctates and Surgical Specimens for Histo- 

pathological Examination. P. H. Hartz.—p. 2527. 

Pituitary Adrenocorticotropic Hormone and Carbo- 
hydrate Metabolism.—According to Overbeek, a number of 
investigators reported increase in the sugar and ketone contents 
of blood following administration of pituitary adrenocortico- 
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tropic hormone. He studied the effect of this hormone on 
various species of animals, including dogs, rabbits and rats. 
These experiments and consideration of the action mechanism 
of pituitary adrenocorticotropic hormone convinced him that 
the danger of producing real diabetes during treatment with 
this hormone is slight. However, if a patient has a mild form 
of diabetes, then there exists the possibility that the diabetes 
will become severer. 


Nordisk Medicin, Stockholm 
44:1301-1334 (Aug. 18) 1950. Partial Index 


Therapeutic Injuries in Collapse Treatment of Pulmonary Tuberculosis 

and Their Prevention. G. Birath.---p. 1301. 

Laryngeal Swabbing and Gastric Lavage: Comparison of Methods in 

Determination of Tubercle Baciili. J. Lundar.—p. 1306. 

Eye Complicat.ons After Calm tte Vaccination. E. Frandsen.—p. 1307. 
Combined Streptomycin and Streptokinase Treatment in Tuberculous 

Meningitis. P. Hedlung, T. Holme, A. Lichtenstein and C. Lingen. 

—p. 1310. 

Paraaminosalicylic Acid and Acid-Base Equilibrium. O. Lindahl.—p. 1313. 
*Chloramiphcnicol Therapy in Typho:d. O. Gabinus.—p. 1317. 
Degenerat:on of Lumbar Disk. II. I. Alvik.—p. 1318. 

Artificial Pneumothorax in Older Patients. L. Ehrner.—p. 1331. 
Calmette Vacc.nat.on with Remarkable Corse in Newborn with Fat 

Necroses. G. von Sydow.—p. 1324. 

Chloramphenicol Therapy in Typhoid.—Gabinus reports 
that treatment with chloramphenicol gave good results in 12 
cases of typhoid. In 11 cases the temperature was normal after 
three and a half days and in one case after five days. Mild 
recurrences were seen in five cases. No side effects of the 
treatment were observed. No patient became a bacillary car- 
rier. To prevent recurrence, the treatment should be continued 
for about two weeks, with vaccine therapy as soon as possible 
after the drop in temperature. 


44:1335-1378 (Aug. 25) 1950. Partial Index 

Sacral Anesthesia with Xylocaine. 

Lund. A. Bauer.—p. 1341, 
Thyroid Medication in Celiac Disease. O. Elgenmark.--p. 1343. 
Subacute Bacterial Endocarditis Due to Staphylococci. J. Bge.—p. 1350. 
=o of Upper Femoral Epiphysis. P. Sgnder and A. Knudsen. 
Guameidiins of Artificial 

Bertelsen.—p. 1353. 

Separation of Upper Femoral Epiphysis.—Sgnder and 
Knudsen followed up 19 patients with separation of the upper 
femoral epiphysis after an observation period of from three to 
26 years; 13 were observed for 10 years or more. The treat- 
ment was predominantly conservative, with average duration 
of a year. No definite relation was demonstrable between sub- 
jective results and objective findings. In eight patients, the 
subjective results were excellent, in seven, satisfactory, and all 
15 were fully ab!e to work. Results were poor in 4 patients. 
The authors do not consider the figures final. Even after a 
long observation period, the patients were still young, the oldest 
being 45, and after another 10 years the arthrosis present in 
the hip of nearly all the patients wili probably become more 
troublesome. Treatment that lasts on an average of one year 
is unsuitable for young people. There is every reason to seek 
new ways of treatment of separation of the upper femoral 
epiphysis. During the last year, active therapy in the form of 
drilling of the epiphysis or nail fixation has been tried with 
promising results, but the observation period is not yet long 
enough for a final evaluation. 


Paris Médical 
40:333-352 (June 24) 1950 


*Treatment of Addison’s Disease with Streptomycin. 

J. Tremolieres.—p. 333. 

Diabetes Mellitus Associated with Acromegaly: Three Personal Obser- 

vations. J. Decourt, P. Berthaux and J. Civatte.—p. 337. 
*Postmenopausal Basedowian Syndrome: Cure Obtained with Estrus- 

Producing Compounds; Changes Observed in Extracellular Fluids. 

R. Cachera, M. Lamotte and N. Masse.—p. 347. 

Streptomycin in Addison’s Disease.—Guy-Laroche and 
Tremolieres treated four patients with Addison’s disease with 
streptomycin. One patient, a man aged 47, had Addison’s dis- 
ease of one month’s duration, associated with pulmonary tuber- 
culosis with caseating lesions. He had a severe episode of 
adrenal insufficiency that was resistant to desoxycorticosterone 
acetate and cortin therapy. The adrenal insufficiency was 
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controlled by daily administration of 1.5 Gm. of streptomycin. 
The effect of the drug on the pulmonary tuberculosis was 
highly satisfactory. Follow-up of the patient showed that for 
more than one year he did not receive desoxycorticosterone 
acetate but was able to work. The eosinophil count was nor- 
mal. There was still some hypersensitivity to insulin and a 
low 17-ketosteroid level (1 mg. per 24 hours). Streptomycin 
was ineffective in the three patients with mild Addison’s dis- 
ease of one year’s duration, without a progressive pulmonary 
tuberculosis. There was no improvement in the clinical pic- 
ture, and functional tests remained unchanged. The dosage of 
desoxycorticosterone acetate and of cortin could not be reduced. 
Streptomycin caused a mild attack of adrenal insufficiency in 
one of these three patients, and caused an increase in the 
nitrogen in the urine of all four patients during the first nine 
days of treatment. But this loss of nitrogen was of metabolic 
and not of clinical importance and did not contraindicate the 
use of streptomycin. These results do not justify streptomycin 
treatment of Addison’s disease in the absence of a progressive 
tuberculous process. Streptomycin is indicated in cases with 
progressive tuberculous process, pulmonary or any other, if 
associated with fever or when such a process is suspected 
because of increased blood sedimentation rate and hyper- 
globulinemia. 

Estrus-Producing Compounds in Postmenopausal Syn- 
drome Resembling Toxic Diffuse Goiter.—Cachera and 
co-workers report a woman aged 62 in whom menopause had 
occurred 13 years previously. For the preceding six months 
she had had palpitation, dyspnea on exertion, insomnia, thermo- 
phobia, loss of weight and edematous exophthalmos. Poly- 
dipsia and nocturnal polyuria persisted for several weeks but 
disappeared spontaneously. The thyroid was normal on roent- 
genologic examination. Complete recovery resulted within six 
months from 28 intramuscular injections of 5 mg. of estradiol 
benzoate followed by three courses of 15 mg. of dienestrol 
given by mouth daily for 20 days. Studies of extracellular 
fluids before treatment showed an increase in fluids similar to 
that observed in the common types of hyperthyroidism. Treat- 
ment with massive doses of estrus-producing compounds induced 
a progressive diminution in the extracellular fluids. Within 
the first three months of treatment, the amount of these fluids 
was reduced from 14.250 to 12.180 cc., while the body weight 
of the patient increased simultaneously by 4.4 Kg. (10 pounds). 
The extracellular fluids were restored to normal simultaneously 
with the disappearance of the symptoms of toxic diffuse goiter. 
The effect of the estrus-producing compounds on the extra- 
ceHular fluids in the patient was opposite to that exerted by 
these compounds in normal women. The effect, therefore, was 
one of suppression of the hyperthyroidism itself. 


Policlinico (Pract. Sect.), Rome 
57:877-896 (July 3) 1950. Partial Index 
*Health of Blood Donors After Repeated Blood Donations. 

and M. Gaetano.—p, §77. 

Blood Donors.—Pulitano and Gaetano report observations 
on 91 professional blood donors. These belonged to one of the 
four groups of the AB, A, B or O types and were either Rh 
positive or Rh negative. They were all voluntary donors in 
good general health, of normal body weight and with normal 
arterial tension. Fifty-two donors had been giving blood for 
several years, and 39 had been giving blood during the last 
year. The donors were between 30 and 60 years old, with the 
exception of two men of 65 years. The withdrawal of blood 
amounted to from 200 to 400 cc. The lapse of time between 
two consecutive withdrawals was two to three months. The 
number of blood donations varied between 30 and 207 in the 
group of long term donors, and between 10 and 29 donations in 
the recent group. The determinations were made two or three 
months after the last blood withdrawal. Repeated blood with- 
drawals did not appear to have unfavorable effects for the 
donors. Blood donation does not influence the body weight, 
the general health, arterial blood pressure or the morphology of 
the blood. In rare instances of donors who had given a large 
number of blood donations, it was found that either the erythro- 
cytes were smaller than normal, or that there was moderate 
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hyperglobulia or moderate hypochromic anemia. The proteins 
in the blood of the long term donors were diminished. The sed- 
imentation rate of the erythrocytes was increased. Blood donors 
should be given a diet rich in proteins and iron as a preventive 
measure against anemia. 


Revista Clinica de Sio Paulo 
26:71-106 (May-June) 1950. Partial Index 


*Streptococcus Sanguis Wh.te in Subacute Bacterial Endocarditis. 

de Carvalho Lima.—p. 71. 

Streptococus Sanguis in Subacute Bacterial Endocar- 
ditis—De Carvalho Lima studied strains of streptococci that 
he had isolated from the blood of two patients with subacute 
bacterial endocarditis and three control strains that had already 
been classified as Streptococcus sanguis. They corresponded to 
the serologic types 1, 2 and 3. Streptococcus sanguis is the 
type of streptococcus most frequently found in the b!ood of 
patients with subacute bacterial endocarditis. This type of bac- 
terial endocarditis can be controlled by large doses of penicillin 
administered for a considerable period of time. The Strepto- 
coccus sanguis can be different:ated from other streptococci of 
the viridans group by the fact that it grows in a medium con- 
taining 40 per cent bile, that it hydrolyzes arg'n‘ne, produces 
dextran in a broth containing 5 per cent saccharose and does 
not reduce litmus milk. It is differentiated from enterococci 
by the fact that it does not to!erate a temperature of 60 C. for 
30 minutes and will not grow in a medium containing 6.5 per 
cent of sodium chloride. Blood for cultures should be taken 
before administration of penicillin. 


D. P. 


Schweizerische medizinische Wochenschrift, Basel 
89:873-928 (Aug. 26) 1950. Partial Index 


Some Remarks on Technic of Extrapleural Pneumolysis. F. Suter. 
—p. 874. 
Therapy of Bronchiectasis Associated with Pulmonary Tuberculosis. 


H. Good.—p. 876. 

Successful Decort cation of Lung in Tuberculosis. 

Prophylaxis and Therapy of Postoperative Atelectasis of Lungs. 
—p. 883. 

Treatment of Advanced 
P. R.ckl:n.—p. 902. 
Male Sex Hormone in Advanced Mammary Cancer.— 

Ricklin treated with testosterone proprionate 12 women with 

advanced mammary cancer. Some of these had a tumor which 

was inoperable and others presented extensive skeletal and soft 
tissue metastases. The patients were given 300 mg. of the drug 
per week, with a total dose of 3,000 to 7,009 mg. One patient 
with massive metastases of lungs and liver died on the sixteenth 
day of treatment. Seven patients died within five to 17 months 
after institution of the testosterone propionate therapy. The 
four living patients were treated for 4, 6, 7 and 12 months, 
respectively. Five of the 11 patients showed objective improve- 
ment, which was maintained on the average for eight months. 

It consisted of regression of the primary tumor and regional 

metastases in the lymph nodes, calcification of osteolytic skeletal 

metastases or rapid consolidation of pathological fractures. 

There was no improvement in advanced metastases of the liver 

and lungs. Subjective improvement in the general condition 

and relief of pain for at least two to three months was observed 
in six patients. Favorable experiences by other authors with 
bilateral ovariectomy and hormone therapy in younger patients 
was confirmed by the authors in one patient aged 42. Testos- 

terone propionate does not cure mammary cancer but is a 

valuable palliative. 


80:929-952 (Sept. 2) 1950 

*Complications of Q Fever. S. Moeschlin and B. J. Koszewski.—p. 929. 
Effect of Hypophysis Implantation on Lesions of Bone Marrow with 

Agranulocytosis. K. Fellinger, F. Kaindl and E. Reimer.—p. 931. 
*Administration of 2,3-Dimercaptopropanol (BAL) in Diffuse Impair- 

ment of Liver Parenchyma. T. Janovics and J. Také.—p. 933. 

Complications of Q-Fever.—Moeschlin and Koszewski 
report on 50 patients with clinical diagnosis of Q-fever estab- 
lished by serum tests. Nine of the 50 patients had extra- 
pulmonary complications. Five had thrombophlebitis with 
pulmonary embolism, three had epididymitis, one had encephal- 
itis and one had pancreatitis. Only one of the nine patients 
with meningeal symptoms had an increase of cells in the cere- 
brospinal fluid. The extrapulmonary complications occurred 
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K. Miilly. 


Mammary Cancer with Male Sex Hormone. 


MEDICAL LITERATURE 





} A. M. A 
ec. 23, 1950 


after remission of the pulmonary symptoms, between the four- 
teenth and twenty-third day in the cases with thrombophlebitis, 
on the eighteenth day in the case of encephalitis and between 
the twenty-sixth and forty-third day in the cases of epididymitis 
and pancreatitis. These complications are probably specific 
rickettsial disorders. Five weeks after the onset of Q-fever, 
urine from a patient with epididymitis, when inoculated into 
guinea pigs, proved indirectly the presence of rickettsia by the 
development of a positive comp!ement reaction in the b!ood of 
the inoculated animals. The relatively high incidence of com- 
plications in patients with severe Q-fever makes early dis- 
charge from the hospital inadvisable. Patients should not be 
permitted to resume their occupations earlier than three to four 
weeks after complete defervescence. 

Dimercaprol (BAL) in Diffuse Impairment of Liver 
Parenchyma.—Rapid clinical improvement obtained with 
dimercaprol (BAL) in four patients with hepatitis occurring 
during treatment with neoarsphenamine induced Janovics and 
Tak6é to treat 38 of 63 patients with acute diffuse liver dis- 
turbance w:th the drug. In the course of five days, 1,100 Gm. 
were administered, 300 Gm. on the first and second days, 200 
Gm. on the third and fourth days and 100 Gm. on the fifth 
day. Treatment with dimercaprol was instituted when bed rest, 
Morisson diet, administration of vitamin B, adrenal cortex 
extract, insulin, choline derivatives and supply of fluids proved 
ineffective. Diminution in the size of the liver was observed 
the day after treatment with dimercaprol was discontinued. 
Liver tenderness subsided, and bile could be aspirated with 
the duodenal tube in all the patients. The bilirub:n content in 
the urine was minimal, the urobilin was increased. The iodine 
reaction of bilirub’n in the urine was negative, when the bili- 
rub:n content of the serum still varied between 6 and 8 mg. 
per 100 cc. The improvement in the clinical picture and in the 
laboratory observations was more pronounced in patients who 
were treated with dimercaprol than in those to whom it was 
not given. Results of examination of 16 patients three months 
after and of six patients six months after dimercaprol therapy 
was discontinued were highly satisfactory. Dimercaprol, sim- 
ilar to glutathione and a substitute for this reduced substance, 
activates the enzymes containing the sulfhydryl group by keep- 
ing the sulfhydril group in a reduced stage. Dimercaprol also 
transmits its own sulfur atom to the tissues. It thus plays an 
active part in the production of enzymes. 


Semaine des Hépitaux de Paris 
26:3669-3718 (Sept. 22) 1950. Partial Index 
Introduction to Classification of Diseases of the Blood. A. Tzanck. 

—p. 3609. 

Stat-s:ical Study of 459 Cases of Hemorrhagic Syndromes. 

and J. P. Soulier.—p. 3073. 

*Hemorrhagic Syndrome of Acute Leukemias. 

and J. Dausset.—p. 3676. 

*“In Vitro’ Test of Tolerance to Heparin in Hemorrhagic Syndromes 

and in Thrombcses. J. P. Soulier and Le Bolloch.—p. 3/02. 

Acute Leukemia.—Tzanck and co-workers report on 60 
patients with acute leukem:a. Abnormal bleeding occurred in 
every patient in the course of the disease, but cutaneous and 
mucosal hemorrhages were predom-nant. Petechiae were pres- 
ent in 57 patients, ecchymoses in 32 and bleeding from the 
gums and epistaxis in 31. Gingival bleeding seems to be asso- 
ciated with stomatosis, an early manifestation of acute myelo- 
blastic leukemia and consequently occurs more frequently in 
adults. Cerebromeningeal hemorrhages occurred in six patients 
treated with 4-aminopteroylglutamic acid (aminopterin) and 
is to be considered a serious complication of this method of 
treatment. Biologic studies of blood constituents suggested a 
severe disturbance of the three stages of the clotting process. 
The pronounced prolongation of the b‘eeding time and the 
changed capillary fragility indicated a disturbance of the first 
or capillary stage. Thrombopenia with total loss of retracta- 
bility of the clot demonstrated a disturbance of the second 
stage. Mild hypoprothromb:nemia and the disturbance of the 
prothromb:n consumption are characteristic of the impairment 
of the third stage. Studies of the tolerance of the leukemic 
plasma to heparin and to protamine in vitro and of the pro- 
tamine index of the amount of protamine required for coagula- 
tion of heparinized b!ood demonstrated that the blood of patients 
with acute leukemia does not contain excessive amounts of a 
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heparin-like substance and showed that thrombopenia is 
responsible for the disturbance. This thrombopenia is linked 
with inhibition of the megakaryocytes. Hemostasis in acute 
leukemia may be obtained, at least temporarily, by exchange 
transfusions and intravenous administration of protamine sulfate 
combined with local hemostasis by means of gelatin tampons 
and 500 units of thrombin. 

In Vitro Test of Heparin Tolerance.—Soulier and Le 
Bolloch performed a modified Waugh-Rudick test for increased 
coagulability of the blood on 146 patients with various dis- 
turbances of the clotting process and on 60 control persons. 
Nine patients had hypoprothromb:nemia, eight had thrombo- 
penia, seven were hemophiliacs and two had fibrinopenia. Addi- 
tional patients had a simultaneous deficiency of several clotting 
factors, and others had hemorrhagic syndromes of distinctly 
vascular origin. Twenty-two patients had thrombosis. The 
authors believe that the in vitro test of tolerance to heparin 
is superior to other tests by which the total coagulability of 
the blood may be measured, such as Howell's clotting time test, 
Allen’s protamine index and Takat’s in vivo test of tolerance 
to heparin. Determination of the number of platelets, of the 
fibrinogen level or of the prothrombin level may be valuable 
but is not as useful as the heparin tolerance test, which conclu- 
sively determines decreased or increased coagulability. The 
isolated deficiency of one of the clotting factors does not pre- 
vent the occurrence of a thrombosis, even in the presence of a 
mild total hypercoagulability. The heparin tolerance test and 
the evaluation of one or the other of the deficient factors sup- 
plement one another. The determination of the prothrombin 
consumption in the course of the clotting process aids in the 
evaluation of the first stage of this process and protects against 
the variations of the fibrinogen, but it does not provide any 
information about increased coagulability and is therefore of no 
aid in the diagnosis of thrombosis. The tolerance test is an 
aid to diagnosis of hemorrhagic diathesis by detection or con- 
firmation of a decreased coagulability and of thrombosis by 
demonstration of an increased coagulability. It is a guide to 
treatment with anticoagu‘ants because it facilitates the choice 
of the drug and of its effective dosage. 


Ugeskrift for Laeger, Copenhagen 
112: 1205-1238 (Aug. 31) 1950 


*Anticoagulants in Treatment of Coronary Occlusion. C. Holten. 
game 

Piciininary Experiences with Anticoagulants in Acute Myocardial 

Infarction. K. H,. Olesen.—p, 1212. 

Acute Infectious Lymphocytosis. H. Glastrup.—p, 1214. 

Taking of Blood for Potassium Determination. E. Ryssing.—p. 1218. 

Potassium Treatment of Diarrhea. C. Hansted and T. Hilden.—p. 1222. 

Delayed Thronibopenic Hemorrhagic Diathesis with Cercbral Hemor- 

rhage After Sanocrysin Treatment. N. S. C. Heilskov.—p. 1224. 
BAL Treatment of Hematological Complications After Sanocrysin. H. 

Brodthagen.—p. 1227. 

Anticoagulants in Treatment of Coronary Occlusion. 
—Holten states that treatment of coronary occiusion with anti- 
coagulants reduces considerably the mortality in this disease. 
Of 430 patients with coronary occlusion treated in various 
medical departments in Denmark from June 1948 to June 1950, 
174 admitted on even dates were given heparin for 24 hours 
and bishydroxydicoumarin (dicumarol®) for three weeks and 
250 admitted on odd dates received no anticoagulants. The 
bishydroxydicoumarin dosage was based on frequent determi- 
nations of the prothrombin time, the aim being a reduction to 
about 30 per cent of the normal. The treatment was other- 
wise the same for the two groups. Of the first group, 39 (22.5 
per cent) died, of the second, 92 (36 per cent) died. The 
improvement in prognosis was most pronounced in the age 
group 60-69, in which the mortality was 17 per cent among the 
patients given anticoagulants as against 43 per cent among 
those not given anticoagulants. During anticoagulant treat- 
ment, thromboembolic complications occurred in seven patients 
(4 per cent) and in 36 patients (14 per cent) in the control 
group in the same period. The number of deaths in the first 
week of treatment was 11.5 per cent in the first group and 19.5 
per cent in the second. An important part of the effect of the 
treatment is believed to depend on prevention of growth of the 
thrombus. The anticoagulant treatment seemed significantly 
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to improve the prognosis in patients who had had earlier attacks 
of coronary occlusion; of 25 such patients treated, five died, 
while of the 32 untreated, 15 died. 


Wiener klinische Wochenschrift, Vienna 
62:453-468 (June 30) 1950 


Water Metabolism and Mineral Salt Excretion in Patients with Hepatic 
Diseases and Effects of Desoxycorticosterone Acetate. L. Benda and 
E. Rissel.—p. 456. 
*Ligature of Superior Vena Cava. E. Strahberger.—p. 462. 
Roentgen Picture of Phlegmon of Small Intestine. P. Lutz.—p. 466. 
Ligature of Superior Vena Cava.—Strahberger believes 
that ligature of the superior vena cava, provided that it does 
not include the vena azygos, is not a life-threatening procedure 
and may be employed in the course of surgical intervention 
for bronchial carcinoma invading the vein. His opinion is based 
on postmortem observations of cases of complete occlusion of 
the superior vena cava cited in the literature. Experiments in 
dogs demonstrated the absence of stasis after the ligature of the 
superior vena cava above the vena azygos. The animals were 
alert and fresh a few days after the operation. Neither history 
nor necropsy revealed the presence of stasis in eight persons who 
had died from bronchial carcinoma that occluded the superior 
vena cava above the vena azygos. A slight swelling of the 
neck and face and a mild headache may develop, but these sub- 
side with the development of collateral circulation. Enlarged 
cutaneous veins will not be observed over the thorax and 
abdominal wall. Occlusion of both the superior vena cava and 
the vena azygos may lead to severe life-threatening phenomena. 
Death may result rapidly from stasis in the vital organs, particu- 
larly the brain, and from increasing anoxemia. Pronounced 
venous congestion over the chest and the abdomen is charac- 
teristic of a simultaneous occlusion of the superior vena cava 
and vena azygos. Anastomosis after resection of a stenosed 
portion of the superior vena cava is not feasible, because it 
cannot be done without tension. Complicated methods of 
anastomosis are contraindicated in radical intervention for bron- 
chial carcinoma. Resection and ligature of the superior vena 
cava above the vena azygos may be carried out without great 
hazard to the patient, provided the general condition and heart 
function are adequate and provided the vena azygos is normal 
and is not occluded. Section of superior vena cava and vena 
azygos will be fatal in the great majority of cases and is, there- 
fore, not permissible. 


62:485-500 (July 14) 1950 
-*Hypoproteinemia in Pernicious Anemia. A. Schneiderbaur.—p. 489. 
Addison’s Disease and Appendicitis. G, Dettre and Z. Méra.—p. 492. 
History of Vienna Medical School (Personal Memories). N. Jagié. 
Geena ot Sciatica or Avulsion of Transverse Process: Contribution to 

Diagnosis of Sport Injuries of Lumbar Portion of Spine. H. 

Pototschnig.—p. 496. 

Hypoproteinemia in Pernicious Anemia.—Schneider- 
baur reports on 37 patients with pernicious anemia, 24 of whom 
had an abnormal serum protein level. There was an abnormal 
decrease in the total amount of protein in the blood and in 
the ‘albumin content. This decrease was severe in 16 patients 
and milder in eight. The hypoproteinemia was more pro- 
nounced in patients with severer pernicious anemia and par- 
ticularly in those of advanced age. The hypoalbuminemia 
improved simultaneously with the increase in number of eryth- 
rocytes and hemoglobin content following liver therapy. 
Some of the patients still had a mild hypoalbuminemia, although 
the red blood cell picture had been restored to normal. Addi- 
tional exogenous protein supply through blood transfusion 
appeared indispensable for the relief of hypoalbuminemia. Rela- 
tion between blood proteins and erythrocytes was demonstrated 
by the observation of resistance of patients with pernicicus 
anemia to liver therapy in Vienna and elsewhere in Europe 
during the postwar starvation period of 1945-1946 and of 
optimal effects of liver therapy with respect to efficiency, dura- 
tion and prevention of recurrences when combined with blood 
transfusion. Hypoproteinemia (hypoalbuminemia) occurring 
under normal nutritional conditions in patients with pernicious 
anemia is to be considered as endogenous and probably due 
to disturbance of liver function but may be partly also exogenous 
if a relative alimentary protein deficiency is present. 
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Physicians Federal income Tax Guide and 9 
Record fer the Preparation of 1950 Returns and 1951 Estimates. By 
Hugh J. Campbell and James B. Liberman. 1951 edition. Paper. $2.50. 
Pp. 127. Doniger & Raughley, Inc., Great Neck, New York, 1950. 

With the approach of the federal income tax return season, 
physicians will find of interest and benefit the contents of this 
brochure, which undertakes to state in an understandable way 
the requirements of the federal law as they apply to physicians. 
There is a detailed discussion of the deductions a physician may 
claim, including a two column statement concerning the deduc- 
tibility of entertainment expenses. While the reader may be a 
bit skeptical of the advice given on page 37, paragraph 81, that 
expenditures for funeral wreaths are deductible as “entertain- 
ment expenses,” the authors do emphasize the requirement that, 
to be deductible, entertainment expenses must have been incurred 
for business purposes and that adequate proof must exist not 
only of the expenditures but of the purpose. That is an 
important admonition, and physicians will proceed wisely if 
they keep it in mind in completing their income tax returns. 


World Surgery 1950: Technics, Improvisations and Procedures Gathered 
from the Surgical Literature of the World. By Stephan A. Zieman, M.A., 
M.D., F.A.C.S. Cloth. $6. Pp. 177, with 53 illustrations. J. B. Lippin- 
cott Company, 227-231 8S. 6th St., Philadelphia 5; Aldine House 10-13 
Bedford St., London, W.C.2; 2083 Guy St., Montreal, 1950. 

This volume attempts to survey and present material from 
the world literature, and emphasizes the newer concepts in 
surgery. The voluminous material selected shows good organiza- 
tion and lucid presentation. The contents include gastrointes- 
tinal surgery, cardiovascular-respiratory surgery, gynecology, 
obstetrics, orthopedics, genitourinary surgery, neurosurgery and 
psychosurgery, ophthalmology and otolaryngology and head, neck 
and miscellaneous surgery. Under the last named heading are 
included anesthesiology, radiology, preoperative and postopera- 
tive care, blood substitutes and antibiotics. At the end of the 
work is an index of authors and of subjects and the list of 
journals from which these articles have been abstracted. This 
book can be recommended as a survey of some of the world 
surgical literature. 


Handbeok ef Medical Prot logy for Medical Men, Parasitologists 
and Zoologists. By Cecil A. Hoare, D.Sc., Protozoologist to the Wellcome 
Laboratories of Tropical Medicine, London. Cloth. $7. Pp. 334, with 
43 illustrations. The Williams & Wilkins Company, Mount Royal & 
Guilford Aves., Baltimore 2, 1950. 





This book is by an outstanding, well known protozoologist, 
and factually it is especially useful. Unfortunately, there is no 
bibliography associated with the text or as a source of reference 
material at the end of the book, although the author has 
obviously drawn widely from the literature for his presentation. 
His sections on the amebas and the trypanosomes are especially 
well done, because for a long time the author has been closely 
affiliated with these fields. There is a short section on each 
of the parasites, dealing briefly with the clinical aspects and 
the course of the infections. Admittedly, the amount of clinical 
material would be inadequate for a clinician, but the author 
realizes this and so states in his introduction. This book is a 
valuable addition to the subject of medical protozoology. 


Human Sterilization: Techniques of Permanent Conception Control. 
By Robert Latou Dickinson, M.D., and Clarence James Gamble, M.D. 
Paper. 25 cents. Pp. 40, with 31 illustrations. Dr. C. J. Gamble, 
255 Adams S8t., Milton, Mass.; Human Betterment League of North 
Carolina, Box 3036 Winston-Salem, 1950. 


This monograph attempts to present, in a semiphilosophical 
way, the subject of human sterilization. The subject has been 
oversimplified. The statement that “male sterilization is readily 
done in the surgeon’s office” is not acceptable. Although this 


might have been accomplished many times, it is surely not to 
be encouraged or recommended. This subject is timely and has 
a specific place in medical literature. Unfortunately, the illus- 
trations do not show up to advantage on the poor quality of 
paper used. Space should have been devoted to complications 
and their treatments. A rather extensive author index is 
included. 


Clinical Applications of Suggestion and Hypnosis. By William T. 
Heron, M.A., Ph.D., Professor of Psychology, University of Minnesota, 
Minneapolis. Cloth. $3. Pp. 116. Charles C Thomas, Publisher, 301- 
327 E. Lawrence Ave., Springfield, Ill.; Blackwell Scientific Publications, 
Ltd., 49 Broad St., Oxford, England; The Ryerson Press, 299 Queen 
St., W., Toronto 2B, 1950. 

This is a short summary of present knowledge concerning 
hypnosis and a presentation of methods for its professional use 
by physicians, dentists and clinical psychologists. The author 
emphasizes that in use of hypnosis the professional man must 
think of himself in the role of a teacher guiding the patient 
toward objectives which the patient realizes are to his best 
interest. Methods for the induction of the hynotic state are out- 
lined, and mention is made of the use of posthypnotic sugges- 
tion and group hypnosis. Precautions in the use of the method 
are outlined. The author recommends that hypnosis be used to 
a much greater extent in the clinical handling of patients. 

It is extremely doubtful whether physicians, dentists or clin- 
ical psychologists would be justified in undertaking the use of 
the hypnotic method with their patients solely on the basis of 
the information provided here. A much more thorough study 
of the subject, choice of methods and the mental mechanisms 
involved would appear necessary for effective clinical use. 


Researches on the Measurement of Human Performance. By N. H. 
Mackworth. Medical Research Council Special Report Series No. 268. 
Paper. 4s. Pp. 156, with 60 illustrations. His Majesty’s Stationery 
Office, York House, Kingsway, London, W.C.2, 1950. 

This is an excellent publication. It cannot be recommended 
too highly for the purpose it intends to serve. The subject 
matter is divided into two parts. The first part deals with visual 
and auditory vigilance tests, and results are presented show- 
ing that one can avoid the decrease in efficiency, which 
occurs usually after 30 minutes, by providing shorter periods of 
duty or by informing the persons on watch regarding their per- 
formance. The second part deals with tests for determining the 
effect of high atmospheric temperatures and of exposure to non- 
lethal war gases on the performance over long periods of 
sensory, intellectual and muscular work. For example, results 
are presented showing that deterioration of performance occurs 
noticeably at “effective temperatures” above from 83 F. to 87.5 
F., that is, at the dry bulb/wet bulb readings of 90/80 F. and 
95/85 F. with an air movement of 100 feet per minute. In view 
of the information provided, the publication should be in every 
library not restricted to fiction. 


Methods of Tissue Culture. By Raymond C. Parker, Ph.D., Associate 
Professor of Experimental Cytology, School of Hygiene, University of 
Toronto, Toronto. With a chapter by Joseph F. Morgan, Ph.D. Second 
edition. Cloth. $7.50. Pp. 294, with 113 illustrations. Paul B. 
Hoeber, Inc. (Medical Book Department of Harper & Brothers), 49 E. 
33rd St., New York 16, 1950. 

The first edition of this book was published in 1938 and incor- 
porated the technics employed by the late Dr. Alexis Carrel. 
The new edition retains many of the original sections, although 
these have been extended -by the inclusion of procedures which 
are presently generally accepted. The subject is concisely 
and clearly presented, and details of procedures and formulas are 
adequate. The text is well illustrated, and more than 200 ref- 
erences are cited. 
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BOOK 


The 1949 Year Book of Endocrinology, Metabolism and Nutrition 
(December 1948-January 1949). Endocrinology. Edited by Willard 
0. Thompson, M.D., Clinical Professor of Medicine, University of Illinois 
College of Medicine, Chicago. Metabolism and Nutrition. Edited by 
Tom D. Spies, M.D., Chairman, Department of Nutrition and Metabolism, 
Northwestern University School of Medicine, Chicago. Cloth. $4.75. 
Pp. 550, with 101 “illustrations. The Year Book Publishers, Inc., 200 E. 
Illinois St., Chicago 11, 1950. 

This is an attempt to abstract the important literature of the 
year on endocrinology, metabolism and nutrition, with editorial 
comment on the findings. In reviewing the editor’s comments 
on pituitary adrenocorticotropic hormone (ACTH) and corti- 
sone, it is interesting to note that an excessive secretion of 
potassium is reported as producing dangerously low levels of 
potassium concentration in body fluids. Also, the categorical 
statement is made that patients treated with these agents have 
shown all manifestations of Cushing’s syndrome. To date, the 
thin skin, the ecchymoses and polycythemia of Cushing’s syn- 
drome have not been reported following pituitary adrenocortico- 
tropic hormone or cortisone therapy. Whether these additional 
observations will be encountered following administration of 
these agents over a longer period remains to be seen. In dis- 
cussing pulmonary tuberculosis, the statement is made that 
* . . production of tubercle bacilli appears not to be affected, 
and if the ACTH administration is discontinued, a sévere relapse 
occurs.” This is probably another error in the publication. In 
all likelihood, reproduction of tubercle bacilli was meant in this 
case. 

Selye’s theory of the general adaptation syndrome and stress 
seems inadequately interpreted, since the editor apparently dis- 
regards the exhaustion phase occurring in chronic stress and 
does not suggest that certain disease states may ensue either 
from exhaustion or from overreaction of the defense mechanism 
to stress. Of interest in the metabolic studies outlined were 
Jorpes’ recrystallization of insulin with reduction of insulin 
sensitivity in patients with allergy to the hormone and the suc- 
cessful use of protamine zinc insulin injection and cholesterol 
implants by Vargas. The review of sodium chloride restriction 
in hypertensive vascular disease and the presentation of low 
sodium diets is of timely interest. The difficulties of assemb!ing 
a book of this type are manifest, but editorial comments should 
be reviewed with care and rectitude. 


The Sulphonamides. By F. Hawking, M.D., and J, Stewart Lawrence, 
M.D., M.R.C.P., Physician-in-Charze of the Walkden Clinic, Manchester. 
Cloth. 42s. Pn. 389, with 46 illustrations. H. K. Lewis & Co., Ltd., 
136 Gower St., London, W.C.1; Grune & Stratton, Inc., 381 Fourth Ave., 
New York 16, 1950. 

There have been many books and monographs written about 
the sulfonamides, but in recent years the popularity of the anti- 
biotics has caused a lack of interest in these older chemothera- 
peutic agents. Nevertheless, the sulfonamides are still valuable 
drugs and have a rightful place in medicine. Drs. Hawking 
and Lawrence have done an excellent job in reevaluating the 
sulfonamide compounds, and their book is one of the most 
complete yet published. The introduction contains a brief his- 
tory of the discovery and development of sulfonamides. The 
principal chemical reactions of these compounds are briefly pre- 
sented, and the chemical formula and physical and chemical prop- 
erties of each ot the available drugs is given. Most valuable is 
the list of 236 trade names for sulfonamide drugs, for which 
the common or chemical name is given. The nomenclature 
problem, especially in Europe, is exceedingly confusing, there 
being 64 different trade names for sulfanilamide alone. 

The mechanism of action of the sulfonamides is adequately 
discussed, and the antibacterial spectrum of the various deriva- 
tives is presented. The problem of bacterial resistance is also 
discussed. The material on pharmacology, mode of administra- 
tion and principles governing the choice of compounds for 
specific injections is well written. Not all American workers 
will agree with some of the recommendations, but the discus- 
sions are adequate and convincing. The authors also present 
their concept of when sulfonamides should be preferred to 
penicillin and vice versa. A major portion of the book con- 
cerns the use of various sulfonamides in a variety of infections. 
Although it is obvious that the British use more sulfonamides 
in proportion to the antibiotics than do their American col- 


NOTICES 


1527 


leagues, the documentation and objective reasoning for each of 
the recommendations made is impressive and convincing. 

The last portion of the book concerns toxicity and sensiti- 
zation to the sulfonamides. It is apparent that the British have 
seen less toxicity to the sulfonamides than have American 
physicians. This may reflect a more judicious use of these com- 
pounds on their part and an alertness to the early signs of 
toxicity, with consequent prevention of some of the more serious 
sequelae reported in the American literature. The authors, 
however, evaluate critically the evidence regarding clinical 
toxicity, and their conclusions are well supported by this evi- 
dence. This book is obviously the most thorough and funda- 
mental treatise on the sulfonamides yet published. It can be 
used profitably by physicians throughout the world and is of 
particular value to internists and pediatricians. 


The Rhesus Danger: Its Medical, Moral and Legal Aspects. 
C. MeCurdy, M.B., Ch.B., D.P.H. Paper. 5s. Pp. 138. 
mann, Ltd., 99 Great Russell St., London, W.C.1, 1950. 


By R. N. 
William Heine- 


The author of this book, himself a victim of Rh sensitization, 
which affected two of his children, has made a thorough study 
of the subject. This interesting monograph is the fruit of his 
labors. The book is written primarily for the information of 
patients confronted with the problem, but also can be read with 
profit by physicians. In the first part of the book, comprising 
48 pages, a lucid description is given of mendelian inheritance, 
the blood groups, the discovery of the Rh factor, Rh sensiti- 
zation and its effects and the present method of treatment of 
erythroblastosis fetalis. In this section are presented some inter- 
esting statistical estimates of the incidence of erythroblastosis 
fetalis. The author exaggerates somewhat the danger of cerebral 
sequelae in infants who survive, considering that recent obser- 
vations show that such sequelae are rare among babies treated 
by exchange transfusion. 

In the second section of the book, the author discusses the 
alternatives open to the luckless couple in whom the husband 
is homozygous Rh positive and the wife Rh negative and so 
strongly sensitized that every Rh-positive fetus will almost 
surely be stillborn. He discusses in turn the medical, moral and 
legal implications of contraception, sterilization, therapeutic 
abortion, adoption, artificial insemination from a donor and 
divorce. While no final conclusion concern’ng any of these solu- 
tions is possible at the present time, the author has succeeded in 
presenting an interesting account of these controversial matters. 

There are remarkably few misstatements in the monograph, 
which can, therefore, be safely recommended as an introduction 
to the subject. This being a British publication, the CDE nota- 
tions are used with the usual confusion between genotypes and 
phenotypes; for example, on page 20 the author states, “A per- 
son’s red cells must contain three pairs of Rh genes. “95 
At times the author indulges in speculation, as when he suggests 
treating the semen of heterozygous husbands with anti-Rh serum 
in order to immobilize or kill the spermatozoa carrying the 
Rh-positive gene. Another fanciful suggestion is the idea of pre- 
paring an antibody against Rh antibodies, in order to neutralize 
the Rh antibodies and prevent their harmful effects. The mono- 
graph fills a real need, and its few slight imperfections will 
hardly interfere with its popularity. 


Selective Partial Ablation of the Frontal Cortex: A Correlative Study 
of Its Effects on Human Psychotic Subjects. By The Columbia-Greystone 
Associates. Edited by Fred A. Mettler, M.D., Ph.D. Problems of the 
Human Brain. Cloth. $10. Pp. 517, with 122 illustrations. Paul B. 
Hoeber, Inc., Medical Book Department of Harper & Brothers, 49 E. 
33rd St., New York 16, 1949. 

This is a well documented report of a thorough study of 24 
cases of mental disease in which selective ablations of specific 
areas of the frontal cortex were carried out. This new selec- 
tive operation is called topectomy by the authors. It consists 
of removal of a specific area of gray matter, in contrast to the 
standard form of prefrontal lobotomy, which consists of incisions 
into the anatomically less well differentiated white matter 
(leukotomy). 

In addition to the 24 patients on whom topectomy was per- 
formed, 24 control patients were studied with equal thorough- 
ness; in eight of these the standard leukotomy was performed. 
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The authors embarked on their new surgical approach in an 
effort to discover whether small and specific ablations of well 
circumscribed areas of the frontal cortex might have the same 
beneficial effects that leukotomy (the standard form of prefrontal 
lobotomy) does, without the undesirable but unavoidable side 
effects of the extensive standard operation. They also wished 
to discover which areas would have to be ablated to achieve 
these results. Prior to this work, it was an open question 
whether the extent of the operation per se had anything to do 
with its effects (a not inconceivab!e possibility in view of the 
results of Lashley’s work on animals) or whether interference 
with certain specific cortical systems was responsib'e for the 
desirab'e results. If the latter were the case, then certainly it 
should be possible to minimize the undesirable side effects by 
narrowing the area operated on. -It was the wise decision of 
the authors to remove the much better defined cortical areas 
rather than the interwoven and anatomically far less differ- 
entiated fiber tracts of the white matter. 

Although the authors’ series of cases was small, they never- 
theless have produced convincing evidence that the beneficial 
effects of frontal lobe operation are not based on the total 
amount of frontal lobe tissue removed. No correlation was 
found between the clinical result and the amount and weight 
of gray brain tissue removed. On the contrary, desirable cl.ni- 
cal results were found to be based on the removal of, or sig- 
nificant encroachment on, areas 9 and 10 as well as the small 
adjacent area 46. In the 13 of the 24 patients on whom topect- 
omy was performed and in whom interruption of psychotic 
behavior resulted, onc of these three areas had been removed 
wholly or in part. Of those pat:ents in whom one of these 
three areas had not been encroached on, none recovered. Care- 
ful postoperative electroencephalographic study showed that of 
the 24 patients subjected to topectomy, 13 cont nued to show 
electroencephalographic abnormalities over the first 30 postop- 
erative days; in nine cases this abnormality cont.nued for six 
months after operation. Epileptic seizures occurred in five of 
the 24 patients (one to nine seizures each). These figures sug- 
gest that these postoperative complications exceed those which 
occur in standard lobotomy. This increase in cercbral dys- 
rhythmia may be a drawback of the method un‘ess formation of 
epileptogenic scars can be prevented by further advances in 
technic. 

Nevertheless, the important results that the authors have 
obtained with their method of localized cortical ab‘ations will 
undoubtedly be a valuable incentive to improvement of the 
clinical results of lobotomy by more limited and circumscribed 
incisions into the white matter; and these efforts will be sig- 
nificantly aided by careful study of cortical ab!ations performed 
by the authors. This book is an important landmark in the 
development of the surgical approach to the treatment of mental 
illness, and its perusal will be essential to all who perform or 
recommend psychosurgery. 





Physical Chemistry for Pr dical Students. By John Page Amsden, 
Professor of Chemistry, Darimouih College, Hanover, N. H. Second 
edition. Cloth. $4.25. Pp. 317, with illusirations. McGraw-Hii wo k 
Company, Inc., 330 W. 42nd St., New York 18; Aldwych House, Aldwych, 
Loudon, W.C.2, 1950. 

This is a short textbook written especially for the busy pre- 
medical student. It makes no claim to complete coverage of 
physical chemistry. Many important subjects have been sacri- 
ficed in deference to an overloaded time tab!e. The development 
of some of the subjects included in the text has been cur- 
tailed for the same reason. The important subject of thermody- 
namics, however. has been added to the present edition. The 
material for the must part is clearly presented. In some 
instances, as in the definition of the order of a reaction, the 
phraseology appears awkward. Clarity, in such cases, is usually 
restored by the judicious use of examples. 

The mathematical requirements for comprehension of the text 
are limited to a knowledge of quadratic equations and the use 
of logarithms, except in the few cases where calculus is essen- 
tial. Problems are presented at the end of each chapter. The 
author’s careful selection of subjects and the clarity of their 
presentation should insure the wide use of this textbook in pre- 
medical schools. 
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The Mental Health Programs of the Forty-Eight States: A Report 
to the Governors’ Conference. Paper. $4. Pp. 377. The Council of 
State Governments, 1313 E. 60th St., Chicago 37, 1950. 

This is a comprehensive and challenging report on the pres- 
ent status of mental health programs in the 48 states, with 
emphasis on mental hospital care. The information was gath- 
ered by a special research staff by means of questionnaires and 
other information obtained from the offices of the governors of 
the 48 states and from state mental health and hospital authori- 
ties. There are over 100 pages of detailed tabulations, describ- 
ing organization, appropriation, costs, personnel, conditions of 
build:ngs and numerous other aspects of mental hospital care. 
It is startling to find, for example, that the average annual 
expenditure for patients varies from a little over $400 a year 
in Tennessee to $1,100 in Wisconsin. Many of these disparities 
cannot be explained by regional differences. The report cites 
an estimated total of 326,000 additional mental hospital beds 
needed, as of Jan. 1, 1950. Overcrowd-ng and the need for addi- 
tional personnel are stated to be the two most important prob- 
lems in mental hospital care. The report recognizes also that 
not enough emphasis is being placed on active treatment of 
patients after admission. Recommendations made _ include 
increased state hospital space, more modern equipment, more 
and better personnel and the establishment of preventive pro- 
grams, including mental health clinics outside of hospitals, child 
guidance clinics and follow-up clinics for those on leave from 
state hospitals. The report does not discuss extensively the 
preventive aspects of mental health but states that “in this field 
very little is known.” The need for research is very properly 
emphasized. This is an excellent general review of the present 
status of mental health programs in this country and should 
prove of great value to all those concerned with mental health. 





A Guide te Psychiatric Bocks with a Suggested Basic Reading List. 
Compiled by Karl A. Menninger, M.D., General Director of the Depart- 
ment of Education, The Menning:r Foundation, Topeka, Kansas. W.th the 
Collaboration of George Devereux, Ph.D., Lecturer in Anth.opology, The 
Menninger School of Psychiatry and the Topeka Institute for Psycho- 
analysis, Topeka, Kansas. The Menninger Clinic Monozraph Series No. 7. 
Cloth. $3.50. Pp. 148. Grune & Stratton, Inc., 381 Fourth Ave., New 
York 16, 1950. 

The authors have compiled a comprehensive reading list of 
books on psychiatry to fill the need for a guide for teachers in 
psychiatry, and ancillary fields, in the planning and development 
of systems of education. The authors note that the list is obviously 
too long for indiscrim:nate prescription by teachers in psychiatry 
and have increased its usefulness by starring of items in each 
category which appear of outstanding significance. The prep- 
aration of the book itse!f and the selection of the starred items 
was carried out by consultation with many colleagues in the 
field of psychiatry and in allied fields of psychology, sociology, 
anthropology, nursing and social work. Books included are 
selected only from books published prior to 1949. 

The list is divided into two parts. Part 1, a guide to psychi- 
atric books, includes titles under basic disciplines of the field, 
titles in the various specialized fields of psychiatry, psychiatric 
therapies and preventive psychiatry and mental hygiene. Part 
2 is a suggested basic psychiatric reading list re.ated to the 
several major groupings mentioned in part 1. Preparation of 
such a list seems long overdue. Undoubtedly it will fill a long- 
felt need, particularly for persons engaged in planning programs 
of psychiatric education. 


Transactions of the American Goiter Association: 1949 Annual Ses- 
sion, May 26. 27, 28, Hotel Loraine, Madison, Wisconsin. Cloth. $10.50. 
Pp. 460, with illustrations. Charles C Thomas, Publisher, 301-327 E. 
Lawrence Ave., Springfield, [l., 1950. 

This volume contains the papers presented at the twenty-sixth 
annual meeting of the American Goiter Association. A perusal 
of the contents reveals the increasing interest in the use of radio- 
iodine as a method of both therapy and diagnosis. One of the 
most important essays is on the direct estimation of the rate 
of thyroid hormone formation in man by the effect of the iodide 
ion on thyroid iodine utilization. 

Another interesting report concerned the use of intravenous 
anesthesia in Lasal metabolism determination. A group of normal 
subjects as well as patients with certain disease states were 
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tested by this-procedure..-Normal patients showed a slight drop 
in basal metabolic rate with this procedure, but this was not 
below normal range. Patients with severe hyperthyroidism 
showed little change in the metabolic rate under anesthesia and 
required larger doses of intravenous anesthetic than the normal 
patient. Patients with high metabolic rate due to various nervous 
states had a drop in basal metabolism to normal under anes- 
thesia, thus indicating absence of hyperthyroidism. This method 
of determining basal metabolism may prove of value in the dif- 
ferential diagnosis of hyperthyroidism. The book as a_ whole 
represents a compilation of modern theory and practice in the 
treatment of the various thyroid diseases. 


Lehrbuch der Kinderheilkunde. -Von R. Degkwitz, et al. Fourth and 
fifth edition edited by E. Rominger. Cloth. 49.80 marks. Pp. 971, with 
267 illustrations. Springer-Verlag, Reichpietschufer 20, Berlin W 35, 1950. 

It is gratifying to see medical books of quality appear again 
in Europe. This most recent edition of Rominger’s textbook 
of pediatrics contains contributions of pediatricians well known 
in this country and well qualified to write their respective chap- 
ters. The purpose of the book, as stated by the editor, is to give 
a basic working knowledge of pediatrics to the medical student 
and to the general practitioner. This has been ably achieved. 
The “most important results of research,” however, which the 
authors attempted to incorporate in the text, are to some extent 
missing. This is probably due to their admitted inability to 
obtain all the necessary literature from abroad. The German 
scientific way of writing has unfortunately not changed through 
the decades. Sentences are unnecessarily long and cumbersome 
to read. The definition of rheumatic fever, for example, con- 
sists of nine lines, eight commas, but no periods. 

In comparison with American textbooks, there are some dif- 
ferences in concept of some disease processes. Roseola infantum, 
for instance, is not considered a separate clinical entity. Eryth- 
roblastosis as well as cystic fibrosis of the pancreas are given 
little space, whereas nutritional disturbances like Milchnaer- 
schaden and Mehinaehrschaden still seem to play a large role 
in German pediatric thinking. The discussion of treatment often 
falls short of its goal. Specific antiepileptic drugs have appar- 
ently not yet been given extensive trials. The outline of care 
for the rheumatic fever patient is but brief. 

The book has many excellent illustrations and is well printed 
on good paper. Yet one would like to see the custom discon- 
tinued of printing Jong passages in fine print, as is commonly 
done in German textbooks. 

The general practitioner as well as the pediatrician will find 
this textbook a useful reference. 


McClung’s Handbook of Microscopical Technique for Workers in 
Animal and Plant Tissues. By Thirty-Five Authors. Edited by Ruth 
McClung Jones, Professor of Biology, Winthrop College, Rock Hill, South 
Carolina. Third edition. ‘Cloth. $12. Pp. 790, with 157 illustrations. 
Paul B. Hoeber, Inc. (Medical Book Department of Harper & Brothers), 
49 E. 33rd St., New York 16, 1950. 

Microscopic examination of the cellular elements of plants 
and animals is an essential procedure in the biologic sciences 
and a supplementary method in other fields of scientific investi- 
gation. Improperly prepared specimens result in errors, misin- 
terpretations and last, but not least, frustration on the part of 
the technician. Technical skill is the pinnacle of success in the 
field, but it is necessarily dependent on adequately detailed pro- 
cedures and formulas which often are lacking in published scien- 
tific literature. 

This volume, succeeding the 1937 edition of the late Clarence 
E. McClung, conforms with his policy of including new methods, 
references, fundamental principles and the characteristics of the 
cellular components involved. Parts 1 and 2 include the more 
conventional methods of preparing slides, fixation of tissues 
and staining procedures. Part 3 describes special procedures, 
such as micrurgical technic, vital stains, centrifuge microscope, 
phase microscopy, fluorescence microscopy, radioautographic 
technic, electron microscopy and microincineration methods. The 
volume will provide excellent reference material for clinical 
and pathological laboratories and biologic science departments in 
universities and medical schools. 
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Pathologic gry S Mechani of Di Edited. by William A. 
Sedeman, M.D., F.A.C.P., William Henderson Professor of the Pre- 
vention of Tropical and Semi-Tropical Diseases, Tulane University 
of Louisiana School of Medicine, New Orleans. Cloth. $11.50. Pp. 808, 
with 146 illustrations. W. B. Saunders Company, 218 W. Washington 8q., 
Philadelphia 5; 7 Grape St., Shaftesbury Ave., London, W.C.2, 1950. 





This book presents the abnormal physiology of internal dis- 
eases as viewed by 25 contributors including the editor. The 
presentation of physiology in this way can be likened to medical 
pathology presented in the well known monograph, “the Pathol- 
ogy of Internal Diseases,” by William Boyd. There is room 
for this method of dealing with basic physiology, “despite ‘the 
existence of such familiar textbooks as Wiggers’ “Physiology 
in Health and Disease” and Best and Taylor’s “Physiological 
Basis of Medical Practice.” 

The author seeks to correlate the disturbances in physiology 
which are related to the clinical manifestations of internal dis- 
ease. The subject matter is handled by systems and by etiolog- 
ical aspect of disease! The limitations of physiology make it 
impossible to encompass the various phases of disease presented 
by standard textbooks of medicine. Nevertheless, the book 
achieves its primary objective of explaining signs and symptoms 
in terms. of physiology. 

The contributors have written for the beginning student, 
so that the book can be used in conjunction with elementary 
textbooks of physiology and medicine. This may limit its 
appeal to physicians and postgraduate students. The references 
listed at the end of each section are sufficient to stimulate 
advanced study. Fundamental concepts are properly emphasized. 
The chapters on infection and allergy involve the science of 
immunology more than physiology. The typography i is pleasing, 
and the illustrations are clear. A good index is provided. 
Students and practitioners of medicine will find the book a useful 
supplement to standard textbooks used in medicine. 


Klinik und Therapie der massiven Magendarmblutung. Von Dr. Nicola 
Markoff, Privatdozent an der Universitit Ziirich. Lieferung Il, Samm- 
lung innere Medizin und thre Grenzgebiete, her geben von Prof. 
Dr. med. P. H. Rossier und Priv. Doz. Dr. med. 0. Spiihler, Paper. 
14.20 Swiss francs. Pp. 135, with 31 illustrations. Hans Huber, Markt- 
gasse 9, Bern 16, 1950. 





The author of this commendable monograph discusses the 
problems presented by severe hemorrhage from the upper part 
of the gastrointestinal tract. He reviews a substantial number 
of previous publications and presents the results of. 102 cases. 
These are summarized im an excellent table beginning on page 
102, and 19 of them are presented in greater detail in the text. 
On page 83 there begins a discussion of the “treatment with 
food,” which seems to have given good results in the author’s 
hands ; on this point his experience differs from that reported by 
J. R. Brown and associates (Arch. Surg. 61: 767-774 [Oct.] 
1950). The difference is not surprising, since there are indica- 
tions that geography influenees the relative freqnency of various 
types of upper gastrointestinal disease. On pages 125 and 126, 
the author gives a compact summary of his convictions as to 
diagnosis and treatment. The book closes with a bibliography 
of 268 references, on which the author deserves a special compli- 
ment. Whereas some recent books contain bibliographies full 
of mutilated foreign names and incomplete data, in the present 
case there seems to be complete accuracy. 


A Text-Book of Veneroal Diseases. By R. R. Willcox, Consultant in 
Venereal Diseases, St. Mary’s Hospital, London. Cloth. $5. Pp. 439, 
with 154 illustrations. Grune & Stratton, Inc., 381 Fourth Ave., New 
York 16, 1950. 

The author is a well known English venereologist. He is con- 
sultant to several of the larger venereal disease clinics in London 
as well as to the World Health Organization. He has spent 
much time in Africa, where he has investigated venereal diseases. 

This book was written, according to the author, because most 
of the textbooks on venereal disease were insular and ignored 
many disorders of venereal or nonvenereal origin which were 
commonly encountered in many parts of the world. This is a 
textbook with a global outlook, which deals with the problem 
of the venereologist- not only in temperate climates but also in 
Central Africa and South Africa. The book is divided into 





three parts; there is no bibliography. The first part deals with 
gonorrhea and related diseases. The second is concerned with 
the various types of syphilitic infection as well as yaws, bejel 
and pinta. The discussion of the latter three diseases is brief but 
adequate and well illustrated. The third part discusses the drugs 
and antibiotics used in the treatment of the venereal diseases, as 
well as prophylaxis and venereal disease control. This section is 
entirely up to date. The author has written an excellent short 
textbook on the venereal diseases. 


On the Experimental Morphelegy of the Adrenal Cortex. By Hans 
Selye, M.D., Ph.D., D.Se., Professor and Director of the Institute of 
Experimental Medicine and Surgery, University of Montreal, Montreal, 
Canada, and Helen Stone, B.Sc. Publication Number 74, American 
Lecture Series, A Monograph in American Lectures in Endocrinology, 
edited by Willard 0. Thompson, M.D., Clinical Professor of Medicine, 
University of Illinois College of Medicine, Chicago. Cloth. $2.25. 
Pp. 105, with illustrations. Charles C Thomas, Publisher, 301-327 E. 
Lawrence Ave., Springfield, Ill.; Blackwell Scientific Publications, Ltd., 
49 Broad St., Oxford, England; The Ryerson Press, 299 Queen St., W., 
Toronto 2B, 1950. 

This small monograph was issued presumably in response to 
the present interest in the adrenal cortex but would have 
appeared more appropriately as an experimental study in one 
of the usual journals. The authors have studied the effects of 
variations in the protein and salt content of the diet on the size 
and appearance of the adrenal in. 10 rats which had been -sub- 
jected to unilateral nephrectomy and which were given injections 
ef crude lyophilized pituitary tissue, crude saline extracts of 
fresh beef pituitary glands, pituitary adrenocorticotropic hor- 
mone, methyltestosterone, sodium thyroxinate and desoxycorti- 
costerone acetate. 

The senior author of the monograph has attracted attention 
by his “general adaptation syndrome,” according to which the 
adrenal cortex is involved in many diseases (rheumatism and 
hypertension, for example) which he considers to be a result of 
the stresses of modern life. The simplicity with which this 
theory explains the phenomena of disease has attracted attention, 
but the more perspicacious workers in the field have not yet 
accepted it as fully satisfactory. The present monograph is 
an example of how wide conclusions may be drawn from a few 
experiments. Such statements as (page 28) “Since endogenous 
or exogenous protein-catabolites increase the ability of the pitui- 
tary to produce corticotrophin under stress, protein-anabolic tes- 
toids may inhibit hypophyseal corticotrophin secretion by 
diminishing the available supply of endogenous protein-catab- 
olites,” may impress some readers but will be criticized by 
the reader who prefers a simple presentation. Likewise, the 
morphological changes described in the adrenal do not justify 
the broad conclusions drawn by the authors. 

The printing and format of this text, except for occasional 
oversights in proofreading, are excellent. Admirers of Selye’s 
work will like the book; his critics will find it wanting. 


Cytology of the Human Vagina. By Inés L. C. de Allende, M.D., Chief 
of the Division of Endocrinology, Mercedes and Martin Ferreyra Institute 
of Medical Investigation, and Oscar Orias, M.D., Director, Mercedes and 
Martin Ferreyra Institute of Medical Investigation, Cérdoba, Argentina. 
With a Foreword by Bernardo A. Houssay, M.D. Translated from the 
Spanish by George W. Corner, M.D. Cloth. $7.50. Pp. 286, with 75 
iMustrations. Paul B. Hoeber, Inc. (Medical Book Department of 
Harper & Brothers), 49 E. 33rd St., New York 16, 1950. 

Thanks to the brilliant studies of Papanicolaou and others, it 
is now known that the vaginal mucosa in many animals and in 
humans reacts to hormones. Therefore, the trophic and cyclic 
functions of the sex hormones may easily be studied by cyto- 
logical examination of the vaginal contents. This book is based 
on such intensive study. The translator is to be congratulated 
on having produced a book which is delightful to read. 

The book is the result of long term study of about 200 exami- 
nations of normal subjects and those suffering from disorders 
of genital function. The authors discuss the female reproduc- 
tive system, the human vaginal epithelium and its variations, 
preparations of the vaginal smear, characteristic vaginal smears 
and cytological curves, cytology of the vagina during the ovu- 
lating menstrual cycle, anovulatory cycles as seen in vaginal 
smears and the correlation between vaginal smears and men- 
strual disorders, sterility and other conditions. 
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Some of the clinical conclusions drawn by the authors might 
be contested. One might take strong issue with the statement 
that one should regulate the use of estrogens by maintain- 
ing the vaginal cornification within physiological limits, and 
with its characteristic alterations. The patient’s clinical 
response and ithprovement are more important than the type of 
vaginal epithelium which follows the administration of estrogens. 
Not all will agree on the therapeutic use of estrogens in sterility 
due to ovarian insufficiency as advocated by the authors. It was 
found that progesterone neutralizes the exaggerated estrogenic 
activity and brings on menstruation if amenorrhea has existed. 
The most definite indication for testosterone therapy was found 
to be quick action in counteracting an exaggeratedly high estro- 
genic activity in the body. The administration of chorionic 
gonadotropins alone did not visibly improve the grade of vaginal 
cornification in cases of ovarian insufficiency. When chorionic 
gonadotropin was combined with a hypophyseal factor, the effect 
was to advance by one or two grades the functional capacity 
that exists at the start of treatment. At the end of the book 
is an extensive bibliography, which is valuable in itself. There 
are 75 illustrations, many in color. Al the illustrations and 
charts have been well reproduced; the quality of the paper is 
good, and the book is well bound. The authors, the translator 
and the publishers are all to be congratulated on the excellence 
of the book. 


Principles of Public Health Administration. By John J. Hanlon, M.S., 
M.D., M.P.H., Associate Professor of Publie Health Practice, School of 
Public Health, University of Michigan, Ann Arbor. Cloth. $6. Pp. 506, 
with 48 illustrations. The C. V. Mosby Company, 3207 Washington Bivd. 
St. Louis 3, 1950. 


The modern health department must do a complex job in a 
complicated social structure. The health officer must integrate 
his staff with all its varied training disciplines into a working 
team ; cooperation of members of the health professions in private 
practice must be obtained; the community must be educated to 
look after its health needs, and other governmental and volun- 
tary agencies must be understood so the health department pro- 
gram may be suitably integrated into the community picture. 

Hanlon’s new book gives much emphasis to the health offi- 
cer’s administrative problems, with full discussions of personnel 
management, fiscal and legal matters, public relations and the 
basic principles of organization. Public health administration 
has approached these problems in recent years with the scientific 
method now becoming widely used in the social sciences, and 
there is a great wealth of highly useful material. However, 
no previous public health textbook has devoted this much atten- 
tion to these matters, even though they occupy a rather large 
proportion of the day’s work. 

The usual basic services of vital statistics, communicable dis- 
ease control, maternal and child health, environmental health, 
laboratory services and health education are considered ade- 
quately. In addition, much attention is devoted to chronic disease 
control and to the administrative problems of medical care as 
they affect the health officer. Obviously, with communicable 
disease control as advanced as it now is, the community requires 
measures to aid in solving the chronic disease problems which 
are now the major public enemies. There exist already technics, 
such as multiphasic screening, which can best be applied on a 
community basis and which hold real promise of worth while 
achievement in aiding in the control of this group of diseases. 
The book contains a most interesting discussion of the economic 
and social value of preventive medicine, with much more detailed 
treatment than is usually found. 

Unfortunately, insufficient emphasis is given to problems of 
such importance as mental health, nutrition, accident prevention, 
alcoholism, the hygiene of housing and disaster services. The 
health department of today must prepare itself to discharge its 
proper role in these fields also. Little attention is paid to the 
place of the medical social worker in public health activities, 
and the discussion of health centers is much too brief to be sat- 
isfactory. There is inadequate consideration of the essential plan- 
ning roles of health councils and similar bodies so important in 
giving the citizen the chance to play the part in the total health 
program which only he can play. The bibliography is mediocre, 
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and the indexing could definitely be improved to make the 
wealth of subject matter more readily available. 

Even with these limitations, the book is still an unusually 
valuable one and represents a definite step forward in providing 
a textbook for public health students and a manual for active 
workers in the field. The practicing physician who is a member 
of a board of health or is active in community health services 
will find much helpful information also. It is primarily for 
“the man who decides to devote his professional life to 
public health administration. What is expected of him appears 
to be impossible. Physician, engineer, lawyer, political scientist, 
economist, sociologist—must he be all of these and more?” The 
answer is, of course, in the affirmative, and this book will make 
the impossible task even more satisfying and rewarding than 
it now 1s. 


Eyes and Industry (Formerly industrial Ophthalmology). By Hedwig 
S. Kuhn, M.D. Second edition. Cloth. $8.50. Pp. 378, with 151 
illustrations. C. V. Mosby Company, 3207 Washington Bivd., St. Louis 
3, 1950. 

In this edition, this well known textbook on industrial oph- 
thalmology retains its authoritative preeminence in the field. - It 
contains much of importance not only to the industrial surgeon 
and the ophthalmologist with a primary interest in the field but 
also to the ophthalmologist who may see as private patients per- 
sons whose condition of work may play an important role in 
ocular comfort and efficiency. 

There is a discussion of the technics of visual testing in inaus- 
try, visual skills in relation to the type of employment, visual 
standards and the possibilities of a corrective program. A 
special chapter on eye injuries caused by solid bodies is con- 
tributed by Dr. Albert C. Snell and should prove informative, 
especially to those charged with emergency treatment of eye 
injuries. Further chapters deal with damage from radiation and 
chemicals, types of protective goggles, illumination in industry 
and the place of the blind in industry. In a miscellaneous chap- 
ter is discussed monocular cataract and epidemic keratocon- 


junctivitis in what may seem a rather illogical grouping of two ° 


unrelated conditions. Conveniently included in the appendix 
are the report of the Committee on Compensation for Eye 
Injuries of the American Medical Association, the federal speci- 
fications for goggles, standing orders for nurses and miscellane- 
ous information on fluorescent lighting, tinted lenses and other 
material quoted from a number of sources. 





Br h py in Pul y Tuberculosis: A Clinical Study of 1,00) 
Cases of Bronchoscopic Examinations. By Nils Froste. Acta tuberculosea 
scandinavica, supplementum XXIII. Paper. Pp. 119, with 2 illustrations. 
Boden; Ejnar Munksgaard, Ngrregade 6, Copenhagen K, 1950. 

The author is the consulting bronchoscopist at the Central 
Sanatorium in Sandtrask. The book is divided into chapters 
covering the following subjects: historical survey, material, 
technic, nomenclature and consultation procedure, indications 
and contraindications, lymphadenitis, tuberculosis, broncho- 
stenoses, valve mechanism, atelectasis, hemoptysis, occlusion 
and aspiration treatments, routine bronchoscopy and postbron- 
choscopic complications. 

Following a review of historical data, the author points out 
that at present there is a definite increase in the use of bronchos- 
copy for diagnosis in diseases of the lung. However, the ther- 
apeutic work with bronchoscopy has suffered a setback since the 
introduction of paraaminosalicylic acid and streptomycin for the 
treatment of bronchial complications in pulmonary tuberculosis. 

Much space is devoted to the subject of biopsy in tuberculosis, 
and a special investigation was carried out to determine whether 
such a procedure on the bronchomucous membrane produced any 
“inconvenience.” Of eight cases in which results of biopsy were 
positive for tuberculosis, there was progression in two after 
biopsy. In one case, in which results of biopsy were negative, 
bronchogenous extension of the tuberculosis arose. The author 
emphasizes that these three cases should at least suggest a warn- 
ing note as to the possible dangers of the procedure. At the 
end of the book a rather inclusive bibliography is found. The 
book is easily read, and many illustrative cases are presented. 
It can be recommended to anyone interested in the broncho- 
scopic phase of pulmonary tuberculosis. 
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Surgical Treatment for Abnormalities of the Heart and Great Vessels. 
By Kobert E. Gross, M.D., William E. Ladd Professor of Child Surgery. 
Harvard University Medical School, Boston. The Beaumont Lecture, 
Wayne County Medical Society, Detroit, Michigan. Publication Number 3, 
American Lecture Series, A Monograph in American Lectures in Surgery. 
Edited by Michael E. DeBakey, M.D., Associate Professor of Surgery. 
Tulane University, New Orleans, and R. Glen Spurling, M.D., Clinical 
Professor of Surgery, University of Louisville, Louisville, Ky. Thoracic 
Surgery Division, Editor: Brian Blades, M.D., Professor of Surgery, 
George Washington University, Washington, D. €. Second printing. 
Cloth. $2. Pp. 72, with 36 illustrations. Charles C Thomas, Publisher, 
301-327 E. Lawrence Ave., Springfield, Ill.; Blackwell Scientific Publica- 
tions, Ltd., 49 Broad St., Oxford, England; The Ryerson Press, 299 
Queen St., W., Toronto 2B, 1950. 

This is the twenty-fifth Beaumont Lecture, delivered in 1946 
and first published in monograph form in 1947. The author 
was a pioneer in the development of operations for correction 
of most of the conditions described, which include patent ductus 
arteriosus, defects of the pericardium, the tetralogy of Fallot, 
anomalies of the aortic arch and. subclavian artery and coarc- 
tation of the aorta. When the monograph was written, the 
author had operated on 130 patients with patent ductus arterio- 
sus and seven patients with coarctation of the aorta. Although 
his operative experience has since been greatly extended, the 
views expressed are essentially the same as those in his more 
recent publications. The pathological physiology of the vari- 
ous anomalies is thoroughly discussed, and surgical technics 
are clearly illustrated. 


The National Formulary. Ninth Edition. National Formulary 1X. 
Prepared by the Committee on National Formulary under the supervision 
of the Council by the Authority of the American Pharmaceutical Associa- 
tion. Official from November 1, 1950. Cloth. $8. Pp. 877. American 
Pharmaceutical Association, 2215 Constitution Ave., N.W., Washington 7, 
D. C.; Mack Printing Company, Easton, Pa., 1950. 

The new formulary contains titles and standards for 155 
articles not previously included. A total of 162 items official in 
the previous edition were not admitted to this edition. As has 
been customary in the past, the admission of drugs to this edition 
is based not only on the therapeutic value of a given agent but 
also on the extent of its use. The trend to abandon outmoded 
botanicals and biologic preparations, which received impetus in 
the previous edition, is continued. Representative of this type 
of deletion are the botanicals uva ursi and valerian and animal 
products of questionable therapeutic value, such as ovary and 
anterior pituitary. Individual specifications for previously offi- 
cial drugs have also been revised and improved. Among the 
new features of this edition are specifications for disintegration 
time for tablets, weight variation standards for tablets and 
requirements limiting weight variation in the contents of dry 
ampuls and other containers. The general chapter on injections 
has also been revised. The new National Formulary reflects 
the basic changes in drug therapy which have evolved in recent 
years. It has value to pharmacists and pharmaceutical manu- 
facturers as a source for information and standards for certain 
drugs and also provides physicians with an “official” list of 
many popular therapeutic agents. 


Las formas anatomociinicas de la tuberculosis traqueobronquial en 
sus relaciones con la tuberculosis pulmonar del nifio y del aduite. 
Por el doctor Manuel Tapia. Con la colaboracién de los doctores José 
Manuel Soares de Oliveira y Luis Cerezo. Con un capitulo sobre la 
técnica de la broncoscopia. Por el doctor Antonio da Costa Quinta, 
otorrinolaringélogo del Hospital infantil de San Roque, de Lisboa. Cloth. 
390 pesetas. Pp. 718, with 516 illustrations. Editorial Alhambra, 
Mayor, 4, Madrid, 1950. 

This excellently prepared volume in Spanish on tracheobron- 
chial tuberculosis covers a significant phase of pulmonary tuber- 
culosis in a detailed and exhaustive fashion, adequately illustrated 
by colors, diagrams and photographs. The text displays a good 
knowledge of the subject as a result of long experience in the 
work concerned. The volume details the arboral bronchial dis- 
tribution and limitations concerning the pulmonary segments 
and presents the various advances and views on this subject. 
Tuberculous tracheobronchitis is considered generally as to fre- 
quency and anatomic, pathological and pathogenic character- 
istics in relation to the primary infection and subsequent 
reinfection and exacerbations. The importance of tuberculosis 
of the bronchi and difficulties in diagnosis with the syndromes 
of extension in the chronic forms are detailed. Radiological 





diagnosis, including indirect signs, and bronchography are well 
covered. Classification as to type of tuberculoses and the rela- 
tion of adenopathy to this are viewed liberally, even to the con- 
sideration of perforation. The forms of extension are completely 
elucidated, and treatment in all phases is covered, including rest, 
climate, symptomatology, ultraviolet rays, cauterization, anti- 
biotics and paraaminosalicylic acid. Collapse treatment is dis- 
cussed, and full consideration is accorded pneumothorax, 
thoracoplasty, phrenicectomy and pneumoperitoneum. A chap- 
ter is devoted to resection (pneumonectomy and lobectomy), and 
in a final chapter the technic of bronchoscopy, with preparation, 
anesthesia and difficulties encountered, is described. 

This well presented volume is liberally illustrated, detailed 
in every respect and printed on a high grade, filled paper. It 
can be recommended particularly to. physicians conversant with 
Spanish who are interested in tracheobronchial conditions and 
tuberculosis in particular. 


Psychiatry for Social Workers. By Lawson G. Lowrey, M.D. Second 
edition. Cloth. $4.50. Pp. 385. Columbia University Press, 2960 Broad- 
way, New York 27, 1950. 

This book has been prepared as a guide to social workers to 
enable them to recognize symptoms of common psychiatric dis- 
orders which may underlie the maladjustments of the persons 
with whom they deal in case work. It provides useful infor- 
mation for the social worker in deciding when he should call 
for psychiatric diagnosis and treatment, and it contains infor- 
mation which will enable him to realize the limitations of 
nonprofessonal treatment. Data on etiology, psychopathology, 
history, prognosis and treatment are provided for the major 
types of disorders. In this edition, many of the chapters have 
been completely revised, and a chapter on the social worker 
and treatment has been added which outlines some of the basic 
principles of case work treatment and psychotherapy. The 
responsibilities that a social worker may assume in treatment 
have been clearly defined. 


iweis, C or of Childbed Fever. by 





immortal Magyar: S&S . 
Frank G. Slaughter, M.D. Cloth. $3.50. Pp. 211, with 5 illustrations. 
Henry Schuman, Inc., Publishers, 20 E. 70th St., New York 21, 1950. 

This excellent story of the life of Semmelweis appears shortly 
after another well written dramatization of one of the world’s 
greatest benefactors (“The Cry and the Covenant”). The author 
of this book presents the tragic life of Semmelweis in a most 
interesting fashion. His data are factual, and he quotes fairly 
extensively from Semmelweis’ own book, “Die Aetiologie, der 
Begriff and die Prophylaxis des Kindbettfieber.” Slaughter is 
to be commended for having again brought to everyone’s atten- 
tion what a true scientist Semmelweis was and how his life 
ended in a great tragedy as a martyr to the world’s stupidity. 
This book is definitely worth reading, even though its subject 
matter constantly upsets the reader because of “man’s inhumanity 
to man.” 


On Low-Back Pain with Special Reference to the Value of Operative 
Treatment with Fusion: A Clinical and Experimental Study. By Lars 
Unander-Scharin. Acta orthopaedica scandinavica, Supplementum no. V. 
Translated from Swedish by Captain Jack O’Brien-Hitching, M.C. Paper. 
Pp. 221, with illustrations. Ejnar Munksgaard Forlag, Nérregade 6, 
Copenhagen K, 1950. 

This book is divided into eight chapters: anatomy, physiology, 
pathology and pathophysiology of the interverbral disk; pre- 
vious investigations of the roentgenologic picture, connection 
with trauma and the value of conservative treatment in lumbar 
disk degeneration; frequency of lumbago and sciatica among 
the members of the Stockholm Sick Benefit Society and the 
employees of the Stockholm Tramway Company; results of 
cases of lumbago and/or sciatica with roentgenologic disk degen- 
eration that have been treated conservatively or left untreated; 
surgical treatment of disk degeneration in the lumbosacral 
spine; analysis of 80 patients with lumbar disk degeneration 
treated by spinal fusion; discussion of the clinical material, and 
investigations of the pressure conditions in the lumbar inter- 
vertebral disks with regard to the effect of lumbar osteo- 
synthesis. 

In chapter 2 the author quotes the work of Friberg and 
Hirsch (1949). One hundred spines were removed from post- 
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mortem specimens; these were radiographed in flexion and 
extension. It was found that pronounced degenerative changes 
were present without any radiographic manifestations. In cases 
where instability was present there were also conspicuous 
changes in the disk. When the roentgenogram revealed reduced 
disk space, sclerosis or osteophytes, the corresponding disk was 
severely damaged. The author believes that this investigation 
gives strong support to the opinion that lumbago and sciatica 
have their origin in degenerative changes in the intervertebral 
disks. 

Among 6,948 male employees of the Stockholm Tramway 
Company, 408 were given diagnoses of lumbago and/or sciatica. 
It is thought probable that some connection exists between this 
high frequency of lumbago and/or sciatica and the nature of the 
work of the traffic staff. Of 185 men and 245 women treated 
in the hospital, 21 men and 18 women were operated on. The 
results of surgical treatment have been better than those obtained 
from conservative therapy, despite the fact that the patients 
treated surgically were those with the more serious conditions. 
The book consists of the compilation of a great deal of statistical 
data and should make a good reference volume for anyone 
interested in the subject of low back pain. 


The Pathogenesis and Pathology of Viral Diseases. Edited by John 
G. Kidd. Symposium held at the New York Academy of Medicine, 
December 14 and 15, 1948. Symposia of the Section on Microbiology, 
The New York Academy of Medieine, Number 3. Cloth. $5. Pp. 235, 
with illustrations. Columbia University Press, 2960 Broadway, New 
York 27, 1950. 





Since the organization, in 1947, of the Section on Microbiology 
of the New York Academy of Medicine, important contributions 
to modern medical literature have been made by that group. 
This, the third volume of a series of published symposia on 
bacterial, fungus and viral diseases, represents 14 papers pre- 
sented on this subject. Many phases of the study of viruses 
are included. Dissemination of viruses, their relation to tissue 
cells, the lesions produced by several viruses and the pathologi- 
cal changes inherent therein are among the subjects presented. 
The bibliography supplied for each chapter: enhances the value 
of the volume, and the book is recommended to those interested 
in the advances in virology. 


Light Therapy. By Richard Kovacs, M.D., Professor of Physical Medi- 
cine, New York Polyclinic Medical School and Hospital, New York. Pub- 
lication Number 57, American Lecture Series, A Monograph in American 
Lectures in Physical Medicine, edited by W. A. Selle, Ph.D., Professor of 
Biophysics, University of California School of Medicine, Los Angeles. 
Cloth. Pp. 112, with 28 illustrations. Charles C Thomas, Pub- 
lisher, 301-327 E. Lawrence Ave., Springfield, Ill.; Blackwell Scientific 
Publications, Ltd., 49 Broad St., Oxford, England; The Ryerson Press, 
299 Queen St., W., Toronto 2B, 1950. 


an 





This brief and attractive book is a semipopular sketch of the 
uses to which ultraviolet, visible and infra-red radiation have 
been put at various times in the treatment of human disease. 
It contains much scientific information and illustrates some 
recent forms of physical therapeutic apparatus, but it also con- 
tains some misleading statements, together with mumerous 
small errors that are likely to puzzle students. It can be recom- 
mended, however, to physiatrists interested in having a recent 
summary of knowledge and attitudes in this particular field. 


Textbook of Abnermal Psychology. By Roy M. Dorcus, Professor of 
I’sychology, University of California, Los Angeles, and G. Wilson 
Shaffer, Dean of the University, Johns Hopkins University, Baltimore, 
Maryland. Fourth edition. Cloth. $5. Pp. 717, with illustrations. The 
Williams & Wilkins Company, Mount Royal & Guilford Aves., Baltimore 
2, 1950. 

This highly successful, now standard, textbook of abnorma! 
psychology has reached this edition with little fundamental revi- 
sion. The book is not truly a textbook of abnormal psychology, 
for it contains much of basic neurology and physiology. It 
attempts an encyclopedic, unbiased attitude toward every field 
and endeavor which can be considered significant to the under- 
standing of abnormal psychology. As a result, it has a certain 
attractiveness for the academic teacher and lacks the emphasis 
on living human beings with problems of adjustment that the 
serious student of abnormal psychology needs. It has an exten- 
sive glossary, detailed author and subject indexes and 12,000 bib- 
liographic references. 
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QUERIES AND MINOR NOTES 


The answers here published have been prepared by competent authorities. They do not, however, represent 
the opinions of any official bodies unless specifically stated in the reply. Anonymous communications and 
queries on postal cards will not be noticed, Every letter must contain the writer’s name and address, but 


these will be omitted on request. 


FAMILIAL DEAFNESS 

To the Editor:—Two healthy young persons of good family background have 
three children. The older daughter, aged 8, and the only son, aged 2, are 
congenitally deaf. The daughter also has frequent bouts of pyuria 
with fever. No anomaly of the urinary tract has been found, despite 
adequate studies in two excellent institutions. The younger daughter, 
aged 6, has an interventricular septal defect. The younger brother of 
the father of these children and the younger sister of the mother 
have decided to marry. |! was asked about the chance of the younger 
pair's having children with congenital defects. It is ‘my guess that the 
father and mother of my p-tients each has a recessive gene which, com- 
bined, leads to defective offspring. Could you tell me where | could find 
an authoritative opinion? Hedwig Koenig, M.D., New York. 


ANsWeER.—Making the reasonable assumption that the deafness 
in this family ‘is due to a recessive gene and that only one of 
the grandparents carried this recessive gene, one may state that 
the chance of the father’s brother carrying the gene is one 
half. The chance of the mother’s sister carrying the gene is 
also one half. The chance that both of these people carry the 
same recessive gene is therefore one quarter. If this chance is 
fulfilled, they may have some deaf children. The chance of 
any child’s being deaf, if both parents carry the recessive 
gene, is one quarter. This makes the over-all probability of 
one sixteenth that a child of this marriage would be deaf. 


TRICHOMONAS URETHRITIS 
To the Editor:—What is the best treatment for a man, aged 51, with 
urethritis due to Trichomonas? An associated ‘prostatitis exists, and a 
subsequent smear after vigorous prostatic massage revealed many pus 
cells and some Staphylococcus albus and diphtheroids. Sensitivity tests 


show penicillin to be the drug of choice, and | have given him 1.5 cc. of | 


procaine penicillin in oil (300,000 units per cubic centimeter) daily for 
six days. He no longer has urethral discharge. However, arthralgia 
developed, and he complains of pains in the wrists, one ankle and one 
heel on awckening. These pains disappear by noon. Of what significance 
are these pains? - Would aureomycin help? How soon may prostatic 
be r d, and how often? M.D., Ilinois. 





ANSWER.—In most cases, chronic or subacute urethritis, 
whether due to Trichomonas or other agents, is secondary to 
prostatitis or urethral stricture and may be expected to dis- 
appear spontaneously after proper treatment of the underlying 
condition. The development of arthralgia raises the question 
of Reiter’s syndrome, in which case dihydrostreptomycin would 
be the drug of choice. Locally, prostatic massage should be 
continued weekly until the prostatic fluid shows only 5 to 8 
white cells per high power field on a thin wet smear. Heat 
in the form of rectal irrigations or hot sitz baths are beneficial 
as well as general hygienic measures. Before therapy is con- 
cluded, the possibility of a large-caliber stricture should be 
eliminated by calibration of the urethra with a bulbous bougie. 


AIR HUNGER 
To the Editor:—A patient complains of air hunger, more pronounced in the 
evening or when she becomes tired. No other symptoms are present. 
She has borderline anemia, for which | administer mety-corsiron (a pro- 
prietary mixture of iron, copper and sodium cacodylates) and thiamine 
hydrochloride intravenously daily, with no effect. The only way she can 
gain relief from air hunger is by yawning. What could be the cause of 

this, and what treatment do you suggest? 

Forrest C. Lawrence, M.D., Bartlesville, Okla. 


ANSWER—It is assumed that the important causes of air 
hunger have been ruled out, for example, heart failure, nephritis, 
diabetes, pulmonary fibrosis, emphysema, tumor, congenital 
anomalies of the heart or lungs and other causes of anoxia. 
The patient should be examined for “borderline” anemia; if 
anemia is present, proper therapy, depending on the type of 
anemia found, should be instituted. If, as stated, no other symp- 
toms, and presumably no abnormal signs, are present and if one 
yawn immediately stops the air hunger, the condition perhaps 
represents a neurosis. If air hunger recurs after the few normal 
respiratory cycles, another underlying cause must be sought, 
some of which are named above. If the patient is neurotic, 
reassurance aud deep breathing exercises may be helpful. The 
underlying cause of the neurosis must be sought and corrected. 


TREATMENT OF MULTIPLE SCLEROSIS 
To the Editor:—-An article on multiple sclerosis appears in the December 1950 
issue of McCall's magazine. have been asked many times about this 
article and the advisability of Dr. Hinton Jonez’ treatment at St. Joseph‘s 
Hospital, Tacoma, Wash. Any information you may give will be 
appreciated. Frank J. Burian, M.D., Williamson, W. Va. 


ANSWER.—The course of treatment given by Dr. Hinton D. 
Jonez is purely for the relief of symptoms of multiple sclerosis. 
It seems to combine the work done by other investigators with 
emphasis on possible allergic factors. The histamine therapy 
was tried some years ago at the Mayo Clinic, with equivocal 
results. Curare (and its derivatives) was carefully investi- 
gated by Schlesinger and others and is still in use by some as 
a muscle relaxant. Allergy studies have likewise been carried 
out elsewhere. Physical therapy and rehabilitative methods are 
being utilized in several places. Dr. Jonez is using a com- 
bination of these methods in the widest concentrated attack on 
the symptoms of this disease. 

_The National Multiple Sclerosis Society (270 Park Avenue, 
New York 17) is convinced of Dr. Jonez’ interest in the prob- 
lem and of his integrity as a physician and scientist. In the 
absence of any more specific approach either to symptomatic 
relief of multiple sclerosis or to a cure, Dr. Jonez’ program 
has much to recommend it and is well within the realm of 
ethical medicine. Neither he nor the society considers that 
his method cures multiple sclerosis. Further intensive investi- 
gation is under way. 

_ Before a patient plans traveling long distances for treatment, 
inquiry should first be made as to whether such treatment is 
available through his own physician or medical center in his 
owr or in nearby communities. Dr. Jonez has expressed his 
willingness to explain his methods to other physicians and is 
planning to publish his observations. The National Multiple 
Sclerosis Society strongly recommends that a patient ascertain 
whether he can be accommodated at Dr. Jonez’ clinic before 
going to Tacoma. 


CERVICAL SYMPATHETIC BLOCK AFTER 
CEREBRAL THROMBOSIS 
To the Editor:—Kindly comment on the article in the November 11 issue 
“of the Saturday Evening Post, on “something new about strokes.” 
Eugene F. Wahi, M.D., Edwardsville, Ili. 
To the Editor:—A woman, 46 years old, with hypertension had a cerebral 
hemorrhage in 1945, at which time she lost her speech and was paralyzed 
on her right side. The patient's right arm now is semiparalyzed, and her 
right ankle is weak and turned inward. She wears a brace on this leg. 
The patient read an article in the Nov. 11, 1950, Saturday Evening Post 
that mentions a French surgeon, René Leriche, who is performing stellate 
ganglion block with procaine solution. It was stated that no danger is 
involved in this treatment. The patient wishes to try this therapy and 
has asked my opinion. Please inform me whether there have been any 
valuable results? Max M. Krauss, M.D., New York. 


ANSWER.—A cervical sympathetic block (not a stellate block, 
which is hazardous in the hands of the average physician) is 
an easy procedure frequently used in vascular clinics. When this 
procedure is done within the first six to 12 hours after the 
occurrence of cerebral embolism or cerebral thrombosis, an 
acceleration of spontaneous recovery takes place. Obviously, 
the area of infarction itself cannot be influenced, but the 
marginal edema and vascular stasis can, since sudden improve- 
ment after procaine block of the cervical sympathetics does 
take place in over 50 per cent of the cases. All workers 
in this field would agree that cerebral hemorrhage should be 
excluded from this treatment. If the author had emphasized 
in his article in the Saturday Evening Post that every patiert 
with apoplexy should have a spinal puncture on admission to 
the hospital, he would have made a large contribution to the 
welfare of these patients. It is a fact, however, that outside 
of neurological or neurosurgical clinics spinal puncture is not 
often carried out. Surgical intervention is definitely and 
urgently indicated in subarachnoid hemorrhage, and_intra- 
cerebral hemorrhage can be evacuated in well selected cases, 
but nerve block cannot mitigate hemorrhage—it may even 
increase it. 
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Cervical sympathetic block following apoplexy, in which 
hemorrhage can be reasonably excluded, is a valuable emer- 
gency procedure (J. A. M. A. 136:659-664 [1948]). The 
article in the Saturday Evening Post, however, emphasizes the 
effect of repeated blocks or sympathectomies in advanced cases 
and here relies heavily on a California report (Arch. Surg. 
61:286 [Aug.] 1950). This part of the problem is still in the 
experimental stage. The mechanism of relief in the advanced 
cases is unclear, and the value of the procedure is highly 
debatable. 


TREATMENT OF OSTEOPOROSIS 





To the Editor:—May | have the latest information on the treatment of 
; is i Begone 


in a lower leg after healed fracture with impa 
woman of 40 years. Her blood calcium 

is 9. has a basal metabolic rate of —8 per 

cent. She takes 2 grains (0.12 Gm.) of thyroid a day. 

H. M. F. Behneman, M.D., Palm Springs, Calif. 


ANSweER.—Localized osteoporosis usually is due not to any 
metabolic or endocrine disturbance but rather to a localized 
disease process, oftentimes with traumatic causation, which 
results in disturbed circulation to the part and in partial or 
complete immobilization. Fracture is a common cause, especially 
if prolonged immobilization in a cast and non-weight-bearing 
are required. From the meager information supplied, it is 
assumed that these circumstances reasonably obtained in the 
case in question and that the fracture was recent. The normal 
blood calcium substantiates the absence of metabolic fault; the 


apparent hypothyroid state (controlled by thyroid medication). 


is not pertinent to the localized osteoporosis. Since the bone 
decalcification is due to a local lesion, treatment should be 
essentially local. Measures to normalize circulation should be 
emphasized. Use of massage, exercises, contrast baths and 
passive vascular exercises (Buerger’s exercises) should be of 
value. The most important single factor is the establishment of 
as nearly normal weight bearing on this extremity as is 
possible, as soon as possible. This will serve more than any- 
— else to normalize function and metabolism in the affected 
ne. 

Usually measures of benefit for generalized decalcification are 
of little or no help (high protein diet with androgen or estrogen 
therapy). Recovery of normal or nearly normal bone usually 
results if the management can be successfully instituted, although 
recalcification is notoriously slow. 


Rh NEGATIVE WIFE, Rh POSITIVE HUSBAND 

To the Editor:—i would appreciate advice on the following case: The wife's 
blood is group O, Rh negative, and the husband's, group O, homozygous, 
Rh positive (type RhiRh. [CDe/cDe]). The only child is group O, Rh 
positive (type Rho [cDE/cde]). The second pregnancy proceeded nor- 
mally, antibodies developing in low titer at the twenty-sixth week. The 
titer gradually rose until the thirty-fifth week, when it was 1: 512 in 
serum albumin. No blocking ibodies ever developed. At the thirty- 
sixth week the titer doubled, but labor was not induced. A few days 
later the child died in utero. The patient has been told that in all 
future pregnancies the child may die in utero or, if born alive, will 
require guination-transfusi If this is correct, can anything be 
done to prevent an antibody response? Is hapten of any use? Can it 
be obtained? Does the administration of vitamin K and progesterone 
throughout pregnancy prevent the passage of antibodies through the 
placenta? If treatment will not prevent fetal damage, should the patient 
be allowed to become pregnant again? 

Vv. N. Gordon, M.B., Ch.B., South Africa. 


ANSWER.—The husband is Rh positive and almost surely 
homozygous, while the wife is Rh negative and strongly sensi- 
tized to the Rh factor. Under such conditions, every child will 
almost surely be Rh positive and therefore severely erythroblas- 
totic; in fact, it is very likely that every fetus will be stillborn. 
Only in exceptional cases will a viable erythroblastotic baby be 
born that can be saved by multiple transfusions of Rh-negative 
blood or by exchange transfusion (East, E. N., and Mair, C. 
M.: Intensive Immunization of an Already Sensitized Rh-nega- 
tive Woman: Birth of a Mildly Diseased Baby, J. Lab. & Clin. 
Med. 34: 983 [July] 1949). With regard to the reference cited, 
it should be pointed out that the title of the article is misleading, 
because the clinical course indicates that the baby was severely 
affected and was lucky to have survived. It was only after nine 
transfusions of a total of 560 cc. of blood over a period of 10 
weeks that this baby finally recovered. 

The couple may decide that, despite the odds against success, 
they wish to try'again. A stillbirth would be practically inevit- 
able, but by inducing labor four to six weeks before term one 
might succeed in obtaining a viable baby. It would be far wiser 
to practice contraception; should the wife become pregnant, a 
therapeutic abortion would be indicated. Therapeutic abortion is 
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justifiable, because such a pregnancy is almost certain to ter- 
minate with a hydropic stillbirth, and such stillbirths are asso- 
ciated with increased danger to the mother from toxemia and 
postpartum hemorrhage. If the patient becomes pregnant a sec- 
ond time, sterilization of the patient or her husband should be 
broached. If the couple is very anxious to have another child, 
they could adopt one, except that, in general, adoption agencies 
tend to give priority to childless couples. If the temperament of 
the couple is suitable, artificial insemination from an Rh-negative 
donor may be resorted to; this has never failed. However, one 
must bear in mind the moral and legal implications of the 
procedure (McCurdy, R. N. C.: The Rhesus Danger—Its Medi- 
cal, Moral, and Legal Aspects, London, Wm. Heinemann Medi- 
cal Books, Ltd., 1950). At least one court has found Rh 
sensitization grounds for divorce, maintaining that husband and 
wife are not sterile and could have children with other spouses 
of compatible Rh type. 

Once a patient has become sensitized to the Rh faetor, nothing 
can be done to eliminate or reduce the Rh antibody titer. The 
so-called Rh hapten has proved inert both in vitro and in vivo 
and is not recommended for treatment (Unger, L. J.: Studies 
on Preventive and Curative Treatments for Rh Sensitization, 
Am. J. Obst. & Gynec. 58: 1186 [Dec.] 1949). Univalent Rh 
antibodies which are responsible for the disease, readily pass 
through the placenta, and vitamin K, progesterone and other 
drugs cannot prevent the placental transfer of antibodies 
(Wiener, A. S.: Rh Factor in Immunological Reactions, Ann. 
Allergy 6: 293 [May-June] 1948). 


PROCAINE PENICILLIN AND SULFONAMIDES 
To the Editor:—There have been reports that the procaine base port of 
the procaine penicillin preparations has an inhibitive action on sul- 
fonamides, that the procaine part of a 1 cc. dose was enough to make 
concomitant sulfonamide therapy impossible. Is this correct? Can peni- 
cillin be expected to be stable for any length of time in a 3 per cent 
aqueous solution of sodium bicarbonate? 


R. J. Kent, M.D., Savannah, N. Y. 


ANSWER.—Procaine penicillin preparations contain about 120 
to 125 mg. of procaine to each 300,000 units of penicillin per 
milliliter. Woods has demonstrated that a small quantity of 
paraaminobenzoic acid interferes with the effects of sulfanilamide 
and sulfapyridine and that procaine had a similar but delayed 
effect. This delay is probably due to the time involved in the 
enzymatic hydrolysis of procaine to paraaminobenzoic acid. In 
vitro studies show that paraaminobenzoic acid must be present 
only in a ratio of 1: 2,000 to inhibit sulfanilamide but a concen- 
tration of 1:70 is necessary to inhibit sulfathiazole and the more 
soluble sulfonamides, such as sulfadiazine and sulfacetamide. 

Studies in man indicate that after an injection of 1,500,000 
units of aqueous procaine penicillin, appreciable levels of free 
procaine or paraaminobenzoic acid could not be demonstrated in 
the blood stream of over half the subjects tested, but evidence 
of an acetylated derivative of paraaminobenzoic acid was found. 
In 30 per cent of those tested, concentrations of less than 0.1 
mg. of paraaminobenzoic acid per milliliter of serum were 
found, and 20 per cent showed insignificant traces of procaine. 

Both the procaine and the acetylated paraaminobenzoic acid 
may be disregarded for inhibitory effect since the former is 
present in too low a concentration and the latter is relatively 
inactive. However, in the doses administered 30 per cent of the 
subjects tested did have blood concentrations of paraaminobenzoic 
acid sufficient to theoretically inhibit the action of sulfanilamide 
and sulfapyridine, but not sulfathiazole, sulfadiazine and other 
more soluble sulfonamides. 

The procaine from procaine penicillin is released slowly, 
which probably accounts for the failure to attain a significant 
blood level of procaine. In addition, the paraaminobenzoic acid 
formed is excreted with relative rapidity. Therefore, the low 
total amount of procaine in procaine penicillin preparations, as 
well as its slow rate of release into the blood stream, and the 
rapid rate of excretion of paraaminobenzoic acid would make 
negligible any inhibitory effect of procaine penicillin preparations 
on the more soluble sulfonamides. 

The stability of solutions of unbuffered sodium penicillin G 
kept at room temperature is rather short; within two days more 
than half of the original potency is lost. When kept at 10 C. and 
when a 0.1 M citrate buffering system was used, little appreciable 
loss was noted after 40 days, with but 20 per cent loss of potency 
after 80 days. Sodium bicarbonate would have slight preserva- 
tive action, since the products of penicillin decomposition are 
acid, but the stability would be only slightly longer than for 
unbuffered solutions. 
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Vouums 14 QUERIES AND 
CHEMICALS USED IN TANNING LEATHER AND IN SHOE POLISH 
To the Editor:—What kind of chemicals are used in tanning leather for ton 
and black shoes, and what chemicals are used in the material for polishing 
both types of shoes? Is is possible to absorb any of this material? 
What effect would one experience? 
Lester V. Stalismith, Ph.D., Wilkes-Barre, Pa. 


ANSWER.—Leather intended for black and for tan shoes under- 
goes the same early treatment. Such leather may represent 
the full thickness of some skins, such as calf skin, or a split of 
thicker hides, such as from cows. Preparation prior to tanning 
involves many steps and many chemicals. Among other chemi- 
cals, are lime, sulfites, mineral and organic acids, amines and 
enzymes. Tanning may be accomplished with a variety of 
agents, including chrome, aldehydes, quinones and vegetable and 
synthetic tannins. Tanning is followed by oiling and softening 
and at times splitting and artificial graining. In due course 
some leathers are dyed, otherwise colored or enameled. Para- 
phenylendiamine used to be extensively employed but has largely 
disappeared. Earlier, too, common solvents included the danger- 
ous benzene methanol and nitrobenzene. Now various other 
alcohols, esters and naphthas are used. The choice of coloring 
agents is wide, but aniline dyes in black and brown are mostly 
used. Despite the protean steps and agents involved, good 
leather as made into shoes is without significant danger to the 
prospective wearer. Rarely on a basis of allergy skin affections 
may arise. 

The formula for black shoe polishes is typical: 5 parts montan 
wax, 15 parts ceresin wax, 5 parts beeswax, 2 parts oil-soluble 
nigrosin and 50 parts turpentine. For tan polishes the same 
formula but without the coloring agent may be used, or low 
quantities of brown dyes may be introduced. Substantially no 
danger derives from their use. There is enormous variation in 
polish and dye constituents, and some brands may contain harm- 
ful agents. 


SLIGHT PTOSIS OF UPPER EYELID 
To the Editor:—A 14 year old girl has had slight blepharoptosis of the 
left eye since the age of 7. Some days it is slight; some days it is 
more noticeable. The girl is otherwise normal. | wish to know the 
possibility of a t, particularly the action of neo- 
stigmine, and the relation of this disorder to generalized myopathies. 
Manuel Besoain-Santander, M.D., Santiago, Chile. 





ANSWER.—Since there is no other abnormality and ptosis 


has been present for seven years with some variation in degree, 
the two most important diagnoses to consider are myasthenia 
gravis and progressive nuclear ophthalmoplegia. To differen- 
tiate between the two, a diagnostic injection of 1.5 mg. of 
neostigmine combined with 0.6 mg. of atropine should be given. 
A positive response of disappearance of the ptosis will favor a 
diagnosis of myasthenia gravis. The ptosis of progressive 
nuclear ophthalmoplegia will not respond to neostigmine. -In 
this disease, ptosis often is the first symptom; it may be uni- 
lateral or bilateral and may be present for a number of years 
before the extraocular muscles are affected. The disease is 
progressive and the extraocular muscles eventually will become 
affected. Also, strong hereditary factors are involved, so that 
a careful search of the family history should be made. Pro- 
gressive nuclear ophthalmoplegia may be seen in certain types 
of progressive muscular atrophy, . but rarely with amyotrophic 
lateral sclerosis. It is observed also with tumors or vascular 
lesions of the brain stem, in multiple sclerosis, tabes, dementia 
paralytica, intoxication from lead, botulism, Wernicke’s disease, 
and as a result of injuries. So far as nonsurgical treatment 
is concerned, the use of the “crutch” glass is probably the best 
device available. Neostigmine would be of value only if a 
diagnosis of myasthenia gravis is made. 


NEW GROWTHS IN BREASTS OF INFANTS 

To the Editor:—A 9 month girl has a firm, able, discoi tend 
subcutaneous mass, about 2.5 cm. in diameter, in the left breast. The 
center of the mass corresponds to the nipple but does not appear to be 
attached to the skin. Moderate prominence of the brecst is obvious. 
The mass has been present since the child was 1 month old and appears 
to have grown slightly in recent weeks. | have observed this child 
almost daily, and she appears to be in perfect health. |! would appre- 
ciate a brief discussion of the differential diagnosis. 

M.D., Canal Zone. 


ANSWER.—New growths of the infant breast are extremely 
uncommon. They are uniformly benign. Among those that 
have been observed are dermoid cyst, hemangioma and a rare 
intraductal papilloma with bleeding from the nipple. The single 
case of intraductal papilloma presented a soft, centrally located 
swelling. Pressure about the nipple produced a bloody discharge 
from the nipple. 

These must be clinically differentiated from the common mas- 
titis neonatorum which may appear immediately or shortly after 
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birth and persist for a variable time. Occasionally this may be 
unilateral and persist for several months. As a rule, a flat, dif- 
fuse and slightly nodular swelling is palpable beneath the nippie 
and areola. No treatment is necessary, since the condition sub- 
sides spontaneously. 

A cyst is palpable as a well defined and rounded mass located 
about the margin of the areola. Hemangiomas are more prone 
to appear in the parenchyma of the breast. They occur as soft, 
compressible and diffuse swellings. When deeply located and 
cavernous in type, there is only a faint, if any, bluish discolora- 
tion of the overlying skin. 


LATENT SYPHILIS OR FALSE POSITIVE REACTION? 

To the Editor:—A 42 year old woman had a 2 plus Kahn seaction of the 
blood in 1942. In September 1949 the state health department reported 
the following reactions: blood Kline, Wassermann and Kolmer positive 
and btood Kahn doubtful. A private laboratory reported the Kahn blood 
reaction positive at the same time, and another private laboratory gave 
the following results of blood tests: quantitative 10 units and Kahn, 
Kline, Mazzini and Pangborn reactions s positive. The spinal 
fluid in 1949 was clear and colorless, with 1 white blood cell, 1 lympho- 
cyte, negative Pandy reaction, total proteins 100 mg., negative Koehn 
reaction, gum mastic 000000 and negative Kolmer reaction. Results of 
Kahn and Kline tests of the blood were positive, quantitative 4 units, 
Kolmer negative and Kline cardiolipin positive. A blood Kahn reaction 
of the blood was reported positive in July 1950, with 4 quantitative units. 
This patient denied having had venereal disease or having been treated 
for it. Results of her physical examination are normal. She 
usual childhood diseases and scarlet fever, asthma and eczema. in 1933 
her tonsils and adenoids were removed; in 1942 she undervent @ tight 
nephrectomy and in 1949 an appendectomy. Does this patient have 
syphilis? Does the protein level indicate neurosyphilis? What treatment 
would you suggest? M.D., Ohio. 


ANSWER.—This patient has either late latent syphilis or a 
biologic false positive serologic reaction for syphilis. One can- 
not say which diagnosis is correct on the basis of standard sero- 
logic tests for syphilis. The abnormally high spinal fluid protein 
suggests central nervous system disease. It is unlikely that 
this disease is syphilis because of the negative spinal fluid com- 
plement fixation. This disease, whatever it may be, might 
be responsible for the false positive blood reaction. If, on 
repeated examination, the spinal fluid protein is still abnormally 
high and no cause can be found, then antisyphilitic treatment may 
be given. Treatment is given only because a definite diagnosis 
cannot be made and to give the patient maximum protection for 
the future in case she does have syphilis. A total of 6,000,000 
units of procaine penicillin in oil with 2 per cent aluminum 
monostearate, given in 10 doses over a period of two to three 
weeks, should be adequate therapy. 


RETARDED GROWTH 
To the en Le eae weight 30 pounds (14 Kg.), height 37% 
inches (95 cm.), has a normal history, with the usual childhood diseases. 
; ing primarily carbohydrates, and takes 
about two hours to finish her meal. Her intelligence quotient is above 
average. Physical i abnormalities. The parents 
are 5 feet 7 inches (170 cm.) and three other children are normal in 
height and weight. This girl has grown 1 inch (2.5 cm.) and has gained 
about 4 pounds (2 Kg.) in the past year. The parents are apprehensive 
concerning the weight and growth of this girl. 
C. L. Qualls, M.D., Beaver Dam, Wis. 


ANSWER.—Heredity and environment apparently do not play a 
role in this instance, as the parents and other siblings are nor- 
mal. Although the physical examination disclosed no abnor- 
malities, certain congenital defects may be discovered only by 
intensive studies. Congenital cardiovascular genitourinary and 
gastrointestinal hidden defects may stunt growth and develop- 
ment. Consequently roentgenograms of the chest, electrocardio- 
grams, blood chemistry determinations (nonprotein nitrogen, 
sugar, calcium, cholesterol), gastrointestinal roentgenograms 
with barium, careful stool and urine examinations (including 
cultures) and intravenous pyelography might be revealing. 
Endocrine disturbances, especially of the pituitary, thyroid and 
ovary, may cause retarded growth. Endocrinological study 
would include basal metabolism, roentgen studies of epiphyseal 
center development and possibly estimations of 17-ketosteroids 
in the urine. The appropriate treatment would depend on the 
particular glandular disturbance, i.e., a hypothyroid child will 
grow rapidly when thyroid is administered. Testosterone, 10 
mg. daily by mouth over a two month trial period, will often 
stimulate growth when no other cause can be found. Testos- 
terone therapy should be stopped when any evidence of stimu- 
lating sex development is noti 

Anorexia nervosa and other psychogenic disturbances might 
so interfere with the appetite and intake of food as to stunt 
growth, Information as to whether this child has been a 
“behavior problem” and whether she has other emotional dif- 
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ficulties and maladjustments, besides the slow eating habits and 
poor appetite, would aid in diagnosis. In certain circumstances 
psychiatric therapy might help. Fatigue may cause this lack of 
appetite. Shortening school hours, more sleep, moderation in 
athletics and periods of relaxation before meals might help. 
Any anemia should be corrected. Recently vitamin B12 therapy 
(10 micrograms or more daily) has caused certain undernour- 
ished children to gain and grow rapidly when no other cause 
could be found. Also occasionally 5 units of insulin giv en a half- 
hour before meals will greatly stimulate the appetite. 


HEREDITARY ASPECTS OF CELIAC DISEASE 
To the Editor:—A four year old girl has been given a diagnosis of celiac 
disease. She has been to one of the larger medical centers, is being 
treated and is progressing nicely at this time. The parents (26 and 30 
years of a have been told that they should not have any more children 
ibility of celiac disease in other offspring. What is 
M.D., Texas. 





of the 
the probability? 


ANsWER.—Several more or less clearly defined entities have 
been described in the group composing the celiac syndrome; 
these are classified by Brennermann as follows: (1) classic 
celiac disease or idiopathic steatorrhea, (2) starch intolerance, 
(3) congenital pancreatic insufficiency, (4) chronic mechanical 
obstruction of the pathways of digestion and absorption, 
(5) cases presenting or suggesting the celiac syndrome but 
which do not fall into the above group. Although any one of 
these may occur in more than one member of a family, only 
cystic fibrosis of the pancreas (congenital pancreatic deficiency ) 
is a congenital and familial disease, occurring in approximately 
one fourth of the siblings in affected families. The disease in 
the described case probably falls in the group of classic celiac 
diseases. There would not be any contraindication for the 
parents to have more children unless a diagnosis of cystic 
fibrosis of the pancreas had been made. Perhaps it would be 
well to consult further the clinic making the diagnosis. 


IDIOPATHIC SCOLIOSIS IN A YOUNG GIRL 
To the Editor:—What is the treatment for so-called idiopathic scoliosis of 
moderate degree involving the dorsol region in a young healthy girl of 
11? Is physical therapy ever successful in such cases? Is surgical fusion 
the only accepted method? M.D., Florida. 


ANSWER.—The accepted treatment for idiopathic scoliosis in 
a girl of 11 years depends on several factors. Foremost of these 
are (1) severity, (2) rapidity and degree of progression, (3) 
location and extent of the curves and (4) degree of compensa- 
tion. In most cases careful observation over a period of months, 
and in some cases a few years, is necessary to decide whether 
or not fusion is indicated. The role of physical therapy in the 
treatment of scoliosis is questionable, but, if exercises as pre- 
scribed by a competent orthepedist or physiatrist are carried out 
during the period of observation, no harm would be expected 
from this treatment. If it is decided that sooner or later fusion 
is necessary, the question of correction and compensation is 
complicated as is the. decision as to the extent to which the 
spine should be fused. Most orthopedic surgeons have had special 
training in the management of scoliosis, and it is suggested that 
the child in question be placed under the care and observation 
of one having had such training. 


HOMOSEXUALITY IS NOT HEREDITARY 
To the Editor:—A 19 year old boy, whom | have known since he wos 3, 
recently told me that he is homosexual and wants help desperately. 
His father is a personal friend of mine. | con say the same of the 
young man’s grandparents and all his near relatives. No sign of this 
abnormality is in the family to my knowledge. 1! would like your advice. 
M.D., Massachusetts. 


Answer.—The inquirer intimates that homosexuality is hered- 
itary. This is not correct. It is a developmental arrest in the 
evolution of a personality. In varying degrees the subject 
remains psychologically immature in his attachment to and rela- 
tion with other persons. There are many degrees of homo- 
sexuality. It is a normal phase in personality development in 
early adolescence. It remains a basic feature of every person’s 
life, but he passes through the phase when he is more interested 
in members of his own rather than of the opposite sex. It 
becomes pathological in the adult who maintains such a relation 
for his sexual outlets. Help is available and can be effective for 
the homosexual person who desires it. The treatment, however, 
is entirely psychiatric and is nearly always a prolonged under- 
taking, lasting, even with intensive treatment, many months or 
even years. For those persons who do not want to change their 
makeup and even those who are not highly motivated in seeking 
help, treatment is practically useless. 
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PERSONALITY CLASSIFICATION 

To the - Editor: —About 1920 two men in Vienna categorized people into, 
| betieve, and p i Jung divided — 
people into extroverts and introverts. Now there seems to be a 
to divide them into “‘adrenocorticotropics” and “anterior pituitaries.” is — 
there a relation between these three divisions? Are the sympatheticotonics 
usually extroverted and usually adrenocorticotropics and vice versa? 

Paul C. Craig, M.D., Reading, Po. 


ANSWER.—Many attempts have been made to classify people 
according to some assumed functional or anatomic differences. 
None of these, however, has a scientifically sound basis. 
Although a few persons show certain characteristics suggestive 
of an overactive sy mpathetic or parasympathetic nervous system, 
such a classification is not universally applicable. This is also 
true regarding introverts and extroverts, since many persons 
would belong to neither of these groups. There is certainly no * 
evidence that there is a relation between the degree of intro- 
version or extroversion, sympathetic or parasympathetic activity 
and adrenocorticotropic or anterior pituitary activity. 








SCHIZOPHRENIA 
To the Editor:—My 36 year old nephew has had schizophrenia since he was 
18 years of age. Radical lobotomy, in January 1950, improved his con- 
dition substontially. He still shows signs of psychosis, like confabulation, 
obscene language and tremendous stubbornness. Is there some form of 
treatment (hormones) that might bring further improvement? 
M.D., Connecticut. 


ANSWER.—From the history as given, it seems unlikely that 
any appreciable improvement could be effected by hormone or 
other therapy in this case. In any case of schizophrenia of 18 
years’ duration, treatment by any of the methods now employed 
will do little. In the case of some males, diethylstilbestrol has 
been used in order to make the patient more docile and man- 
However, no great dependence can be placed on this 

though theoretically it may have some validity if 
disturbed conduct seems to be associated with uncontrolled 
sexual impulses. 

NEPHROTIC SYNDROME 
To the Editor:—for the past several years | have suffered from the so-called 

“nephrotic syndrome,” with massive edema, urine containing albumin 

(4 plus), reversed Ib lobulin ratio, blood findings 

(except for alb and g in) within normal limits. ‘Can you inform 

me as to any of the latest treatments for this condition? |! have tried 

the sodium lactate-potassium acetate treatment and the ion exchange 
treatment. is there anything else that may help me? Whot about 

ACTH or cortisone? M.D., New York. 


ANSWER.—Pituitary adrenocorticotropic hormone (ACTH) 
and cortisone have been reported to produce diuresis, loss of 
edema and general improvement in children with the nephrotic 
syndrome. This treatment is still highly experimental and 
should be carried out under expert supervision. Expensive as 
they are, these hormones are more economical to use than 
human salt-free serum albumin. 








DILATATION OF PUPIL 
To the Editor:—Which drug, and in what concentration, is most advisable 
for enlarging the pupil sufficiently to permit routine eye ground exom- 
ination by a general practitioner and allow the pupil to return to its 
normal size and mechanism in the shortest period of time? 
R. J. Kent, M.D., Savannah, N. Y. 


ANsWeER.—Four per cent cocaine hydrochloride, instilled three 
times at five minute intervals, is probably the simplest pro- 
cedure for securing maximal dilatation for fundus examination 
and prompt subsequent narrowing of the pupil and restoration 
of accommodation. Dilation of the pupil does, of course, pre- 
cipitate an increase of tension in an eye predisposed to glaucoma, 
and the tension should be determined with a tonometer before- 
hand. 


ERUPTION OF DECIDUOUS TEETH 
To the Editor:—Iis there evidence that the deciduous teeth erupt because 
of pressure of hyperemic tissue beneath their roots? Could this hyperemia 
account for the rhinorrhea that often accompanies teething? {f not, 
what other mechanism can account for the eruption of teeth? 
M.D., Louisiana. 


ANSWER.—The exact mechanism of eruption of deciduous teeth 
is still a controversial problem. Periapical hyperemia probably 
plays a role in eruption. However, this hyperemia probably 
is not related to the rhinorrhea and other symptoms that some- 
times occur at the same time as teething. A comprehensive 
review of the theories of eruption was published in the Ameri- 
can Journal of Orthodontia and Oral Surgery (27:552 [Oct.] 
1941). 








